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Abstract 
 
Background 
Cancer is increasing at a very high rate around the world (Fitzmaurice et al, 2015). 
In Palestine, cancer is the second leading cause of death accounting for 13.8% of all deaths 
(MOH, 2016). Cancer inflicting adolescents and young adults (AYAs) is the leading 
disease-related cause of mortality (Clinton-McHarg et al., 2010). Diagnosing cancer at any 
age is an inevitable stressor. In the case of AYA, fears related to futuristic and 
developmental consequences grow as they intersect with developmental normative tasks of 
this period (Zebrack et al., 2009).  
 
Methods 
The study aims to identify coping strategies among adolescents and young adults 
aged 15-39 years old with cancer. The study was conducted in two main hospitals available 
for oncology services in the West Bank in  Palestine; Beit-Jala governmental hospital and 
Augusta Victoria private hospital.  
Twelve qualitative in-depth interviews were done to reveal a deeper understanding 
of coping strategies used by AYAs Palestinians cancer patients. Additionally, 165 cross-
sectional quantitative questionnaires were filled using the Brief COPE scale and the Arabic 
version of a SpREUK-P assessment tool to which socio-demographic data was added. The 
response rate was (84.18 %). Quantitative data was used to reveal more information related 
to the factors with coping strategies. 
 
Findings 
  Results from the  quantitative part of the study revealed that the most frequently 
utilized coping strategies by AYAs respondents were ―religion‖ and ―acceptance‖ (mean 
3.77± 0.5),  followed by ―use of emotional support‖ (mean 3.65 ± 0.7), ―active coping‖ 
(mean 3.55 ± 0.6) and ―planning‖ (mean 3.43 ± 0.9). The least strategies used by 
respondents were on ―behavioral disengagement‖ (mean 1.46 ± 0.8), ―self-blame‖(mean 
1.56 ± 0.8), ―substance use‖ (mean 1.69 ± 1.0) and ―humor‖ (mean 1.78 ± 0.8). The 
interviewed patients indicated that they utilized strategies that supported the quantitative 
results above. The major themes of coping were religious related coping mechanisms; faith 
and acceptance (Qada & Qadar) and reliance on God (Tawakkul), social support and 
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affiliation; using emotional social support and using and seeking information, acceptance; 
as cancer becomes a common disease and have a cure, positive reinterpretation and 
growth, self-distraction, planning, and  spirituality coping. In addition, the findings 
revealed a significant  relationship between some strategies of coping and  age group of the 
participants, gender, degree of religiosity, educational levels, ownership of the hospital, 
departments of care, living condition, marital status, having children for married 
participants, person taking care of the patient, site of cancer, duration of treatment, and 
professional support. No significant relationship was found between coping strategies and 
place of residence, income, or employment status.  
 
Conclusion 
The findings underline the importance of efforts which should be made to encourage 
AYAs with cancer to use coping strategies that have been found to be helpful to them (e.g. 
religion, social support, active coping).  
The results of this study highlight that not only should the patient's families support and 
understand their loved ones coping strategies and needs, but health-care providers must 
also be prepared to better understand and support their patients during their stressful 
journey of treatment and living with cancer. 
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 استراتيجيات تكيف المراهقين والشباب الفمسطينيين مع مرض السرطان
 إعداد الطالبة: أمل عمي إبراهيم سممان
 مامالإ ىإشراف: د. أسم
 الممخص
 الخمفية
). ويعد السرطان 5102 ,la te eciruamztiFلعالم (يرتفع معدل مرض السرطان بشكل كبير حول ا
). حيث أن 2816% من مجموع الوفيات (وزارة الصحة، 4..8ثاني أكثر مسبب لموفاة وىو ما يمثل 
 graHcM-notnilCالسرطان الذي يصيب المراىقين والشباب ىو المرض الأكثر تسبًبا في الوفاة (
أي مرحمة عمرية لا بد من الشعور بالتوتر  ). فعند تشخيص مرض السرطان في0102 ,.la te
ة لدى المراىقين والشباب طوريوالضغط. وتنمو مثل ىذه المخاوف المتعمقة بالعواقب المستقبمة والت
 ,.la te kcarbeZليذه الفترة ( التطورية الطبيعيةبشكل خاص وذلك لأنيا تتعارض مع الوظائف 
 ). 9002
 منهج البحث
حديد استراتيجيات التكيف مع مرض السرطان والتي يعتمدىا المراىقين تيدف ىذه الدراسة إلى ت
سنة. وقد تم إجراء الدراسة في مستشفيين رئيسيين  5.و 18والشباب الذين تتراوح أعمارىم بين 
ومستشفى أوغستا  الحكومي لخدمات الأورام في الضفة الغربية في فمسطين، وىما مستشفى بيت جالا
 .الخاص فكتوريا
م إجراء اثني عشر مقابمة معمقة نوعية من أجل التعمق في فيم استراتيجيات التكيف التي وقد ت
 128يستخدميا المرضى الفمسطينيين من فئتي المراىقين والشباب. وبالإضافة إلى ذلك فقد تم ملء 
) والنسخة العربية من أداة التقييم EPOC feirBاستبياًنا مستعرًضا كمًيا باستخدام مقياس (
 جيدا ً ديموغرافية إلييا. وكان معدل الاستجابةال الاجتماعيةبيانات الحيث تم إضافة  ،)P-KUERpS(
البيانات الكمية لمكشف عن المزيد من المعمومات المتعمقة بعوامل ىذه %). وقد تم استخدام 48.14(
 استراتيجيات التكيف مع المرض.
 النتائج 
أن استراتيجيات التكيف مع المرض الأكثر استخداما من أظيرت نتائج الجزء الكمي من ىذه الدراسة 
)، 1.1 ± 33.." (بمعدل تقبلدين" و"القبل المراىقين والشباب الذين شاركوا في الاستبيان ىي "ال
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 ± 11.." (بمعدل التعامل النشط)، و"3.1 ± 12.." (بمعدل المساندة الانفعالية يتبعيا "استخدام
عن "الامتناع عن  الاستراتيجيات المستخدمة ىي6. وكانت أقل )5.1 ± .1..)، و"التخطيط" (2.1
(بمعدل  المواد" عمال)، و"است4.1 ± 21.8)، و "لوم الذات" (بمعدل 4.1 ± 21.8السموك" (بمعدل 
وجاءت نتائج المقابلات المعمقة متوافقة مع ىذه ). 4.1 ± 43.8)، و"الفكاىة" (بمعدل 1.8 ± 52.8
م نفس الإستراتيجيات. وقد كانت المستخمصات الرئيسية من ىذه المقابلات النتائج الكمية في استخدا
وقد كانت مواضيع التكيف الأساسية مواضيع متعمقة  ،المعمقة في موضوع التأقمم مع مرض السرطان
. وكان ىذا بالإضافة إلى )التوكلالاعتماد عمى الله (و  )القضاء والقدروالتقبل ( الإيمان ;لتقبوال لدينبا
، تقبل، والاستخدام والسعي لممساندة الوسيمية ;استخدام المساندة الانفعالية، والانتماء عم الاجتماعيالد
 .اني، والتخطيط، والتكيف الروحوا  شغال الذاتالإيجابي والنضوج،  شكيلوا  عادة الت
بالإضافة إلى ذلك فقد أظيرت النتائج وجود علاقة واضحة بين بعض استراتيجيات التكيف مع 
رض وبين والمجموعة العمرية لممشاركين، وجنسيم، ودرجة التدين، والمستويات التعميمية، وممكية الم
المستشفى، وأقسام الرعاية، والحالة المعيشية، والحالة الزوجية، ووجود أطفال لدى المشاركين 
الدعم المتزوجين، والشخص الذي يعتني بالمريض، ومكان وجود السرطان في الجسم، ومدة العلاج، و 
أو الدخل،  الديانة، المحترف. ولم تكن ىناك أي علاقة ميمة بين استراتيجيات التكيف ومكان الإقامة،
 أو الحالة الوظيفية.
 خاتمة ال
يحدد ىذا القسم أىمية الجيود التي يتوجب خمقيا لتشجيع المراىقين والشباب المصابين بمرض 
 كيف مع المرض التي تم إيجادىا ليستفيدوا منياالسرطان لمقيام باستخدام إحدى استراتيجيات الت
 .)والتعامل النشطالدعم الاجتماعي، استخدام  دين، (كال
وتسمط نتائج ىذه الدراسة الضوء عمى أن تقديم الدعم والتفيم لطرق التكيف مع المرض واحتياجات 
أيضا أن يكونوا  مزودي خدمات الرعاية الطبيةالمرضى لا يقتصر عمى العائمة فقط، بل يتوجب عمى 
عمى استعداد تام لتفيم مرضاىم ودعميم بشكل أفضل خلال رحمة العلاج الناجحة والعيش مع مرض 
 السرطان.
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Chapter One: Introduction 
 
 
This chapter presents the background, the problem statement, study justification, and 
the purpose of the study. Moreover, this chapter includes research objectives and the 
hypothesis of the study. 
 
Background  
Cancer poses a major global threat to public health and is becoming a public health 
concern that accounts for one in eight deaths per day, according to the Union for 
International Cancer Control (2012). Low- and middle-income countries mostly suffer 
from the highest cancer rates and it increases consistently (Terzioğlu & Hammoudeh, 
2017). Approximately 70% of deaths from cancer occur in low-and-middle-income 
countries (Al Jadili & Thabet, 2017).   
Cancer disease is increasing worldwide at a very high rate, according to Fitzmaurice et 
al (2015). In 2015, there were 17.5 million cancer cases around the world and 8.7 million 
cancer deaths (Fitzmaurice et al., 2017). Statistics indicate that approximately one million 
new cancer cases occur worldwide among those who aged 15 to 39-year-olds (Patterson et 
al., 2015). Worldwide, cancer is resulting each year in approximately 134,000 deaths, and 
cancer among adolescents and young adults (AYAs), is the leading disease-related cause of 
mortality (Clinton-McHarg et al., 2010).  
According to the Palestinian annual report of health status (2017), the total 
number of newly reported cases of cancer in West Bank were 2,923 with an incidence 
rate of 113.7 per 100,000 of the population. The total cancer cases diagnosed in 2017 
were 4,000, in which 1,077 cancer cases were previously diagnosed (MOH, 2018). 
Furthermore, among cancer new reported cases in West Bank in 2017, 146 cases were 
less than 15 years of age which formed 5.0% out of total cases, 1,849 cases (63.3%) 
were between 15 – 64 years of age and 828 (31.7%) cases were among 65 years old 
and above (MOH, 2018). Moreover, it is mentioned that in 2015, cancer was the second 
leading cause of death among Palestinian which account for 13.8% of the reported cancer 
mortality in Palestinians from the total deaths (MOH, 2016). 
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As defined by the Adolescent and Young Adult Oncology Progress Review 
Group (AYAOPRG), AYAs includes individuals diagnosed with cancer between 15 
and 39 years of age (Livestrong  Young Adult Alliance, 2006). AYA is a term used in 
oncological studies to describe cancer patients spanning from adolescence to young 
adulthood (Saarelainen, 2017) 
In their report on cancer disease, as an organization operating in the USA, 
(AYAOPRG, 2006) reported that exclusion to homicide, unintentional injury, and 
suicide, cancer is the leading disease-related cause of death in the AYA those aged 15 
to 39 years. Moreover, the most common cancers in AYAs are "lymphoma, leukemia, 
germ cell tumors (including testicular cancer), melanoma, central nervous system tumors, 
sarcomas (bone and soft tissue), breast, cervical, and thyroid and colorectal cancers" 
("AYA", 2018).   
At the point when AYAs do have signs of cancer, these can be misdiagnosed, in 
light of the fact that harmless markers, for example, a long-term cough or vague pain can 
be early indications of cancer (Saarelainen, 2017). Furthermore, unclear strategies of 
appropriate detection and treatment of cancer disease among AYAs delay its diagnosis 
and treatment (Parsons et al., 2011). Part of the delay is due AYAs belief that they are 
remote from having fatal illness or harm, which in turn leads them to disregard or 
underestimate symptoms and tend to postpone seeking medical attention.  On the other 
hand, some of them feel shy or not encouraged to look for treatment for symptoms that 
comprise the genitalia or bowel functions. Personal preference or traditions might be 
reasons that hamper needed tests. For example examination of sexual organs in some 
female cases if a male is involved in the process (Livestrong Young Adult Alliance, 2006).  
A cancer diagnosis for individuals and their families is an agonizing stress. The 
reaction to cancer diagnosis varies from person to person based on their coping style 
(Vadsaria et al., 2017). An individual can feel stunned or damaged as the possibility of an 
approaching demise. Others deny the truth and shroud malignancies presence and choose 
not to go for treatment (Vadsaria et al., 2017). 
Diagnosing cancer is a stressor in own right at different stages of life, nonetheless, 
AYAs feel prudent due to their worries about their future and effect of their development 
because it interferes with the natural development of their growing tasks at this stage of 
their lives (Zebrack et al., 2009). Therefore, cancer diagnosis during AYA years impacts 
issues involving their education or ability to maintain their work (Parsons et al., 2012), 
and also this is eminent that will impact their dreams endangered in many ways: " career 
3 
 
goals, finding a life partner, and raising a family to become jeopardized" (Saarelainen, 
2017, p. 12).  
 Generally, patients‘ struggle with symptoms of chronic illness can bring about, 
among many others,  "feelings of guilt, loss, loss of role-function, sadness, anxiety, 
diminished self-esteem, communication problems with their families and friends, questions 
about meaning in life, and religious struggles (―Why me?‖), etc." (Büssing et al., 2010, p. 
19).  
Coping methods must be determined by the patient and the other family members 
once the diagnosis is confirmed and treatment plans are initiated, as they know what the 
cancer diagnosis means to them and their future (Rufener, 2014). Due to their complete 
inability to remedy the continuous pain by themselves either in recovery or repair, and 
they feel they should challenge none-positive feelings that accompany pain, hence, 
they look for strategies to get used to a course of the disease that takes a long time 
(Büssing et al., 2010). 
Coping is defined as "the cognitive and behavioral efforts made to master, tolerate, 
or reduce external and internal demands and conflicts among them", and people adopt 
different coping strategies to overcome stress (Vadsaria et al., 2017, p. 71). On the other 
hand, and in the case of chronic diseases such as cancer, coping is defined as "the way 
in which the people respond to the diagnosis and how she/he deals with the disease" 
(Chittem, 2014, p.6). Therefore, some other methods are devised to cope or adapt 
(Elsheshtawy et al., 2014). 
The coping process described by Lazarus and Folkman (1984) in general terms to 
be implemented in three stages; appraisal for the situation stemming from their esteem, 
faith, and purpose after that adopt a solution and resources at hand being conscious or not 
and only then conclude a coping response. There are two coping strategies; problem-
focused and emotion-focused coping (Vadsaria et al., 2017). "Problem-focused coping 
involves the stressor itself like eliminating or running away from it or minimize its effect. 
Emotion-focused coping aims to reduce the agony caused by the stressor. This constitutes 
several alternatives such as actions that lead to relaxation or looking for help, or reacting 
by yelling or crying, or center on negative thoughts such as suicide, and in order to evade 
stressful situation by wishful thinking or avoidance‖  (Vadsaria et al., 2017,p.71). 
In another definition, Anderson  (2014) classified coping mechanisms into two 
sections: adaptive or maladaptive in accordance with the results of coping being a 
positive or negative effect on people‘s psychological or physical conditions. Such 
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coping actions affect emotions and hence affect people‘s psychological adaptation. There 
are other issues that can be considered effective in the process of appraisal and coping 
such as the personality of the person and the surroundings which define the person‘s 
ability to evaluate the situation properly and choose a strategy to use effectively 
(Versano, 2011). A better understanding of the consequences of different strategies to 
cope with various demands that patients face after a cancer diagnosis is important 
(Kvillemo et al., 2017). 
This research focuses on the coping strategies of AYAs cancer patients. The study 
utilizes two methods; a quantitative and qualitative in-depth interview where both are 
directly dealt with the patient himself/herself. 
 
Problem Statement 
After searching the literature, it is evident that information pertaining to how 
adolescents and young adults with cancer cope with their illness in Palestine are generally 
lacking, specifically during their treatment and survivorship phase. Therefore, without 
studies covering this age group of patients with cancer, no intervention can be conducted to 
improve their coping positively.  
This study will investigate the coping strategies adopted by Palestinian AYAs with 
cancer using two different methods; quantitative by using a questionnaire and qualitative 
by using an in-depth interview. Hence, the current study aimed to investigate the 
frequently used coping strategies among AYAs cancer patients in the West Bank of 
Palestine.  
 
Study justification 
People and their environment are in constant interaction, along with their stress and 
coping mechanisms, have been researched intensively by researchers in the past several 
decades (Su-kerb, 2014). In case of having a life-threatening illness such as cancer, the 
way of responding to an apparent threat to oneself is coping (Trevino et al., 2012). 
Generally, people appraise the process of stressors with consideration to culture and social 
beliefs that influence the appraisal of the stressor. Member‘s diverse backgrounds may lead 
them to respond to stressors as per the coping strategy and its results (Johansson et al., 
2013).  
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Cancer survival is a high priority on the research agenda of improving cancer survival. 
Medical development and improvement in this direction helped millions diagnosed with 
cancer to become survivors (Hauck Perez, 2016). Development of treatment gave chance 
as far as five more years of living after a diagnosis of AYAs with a percentage of 73-82%. 
Because of the high rate of survival meant that AYAs will live longer with the physical, 
psychological complications in cancer diagnosis and treatment (Clinton-McHarg et al., 
2010). These cancer survivors continue to live longer, healthier and fulfilled live (Hauck 
Perez, 2016).  
Since cancer occurs during a critical stage of AYAs life, as they experience 
physical, psychological, social and spiritual concerns of survivors, they often have 
additional and unique needs (Clinton-McHarg et al., 2010). Several psychological 
challenges AYAs face when confronted with cancer, especially when this interferes with 
their normal maturation process, physical, psychosocial or interpersonal (Hauck Perez, 
2016). 
Cognitive and emotional growth as main developmental stages in adolescence and 
young adulthood lives constantly change and are volatile periods and particularly 
susceptible to disturbance. Many of the after-effects of cancer disease diagnosis can be 
distressing for adolescents and young adults; the possibility of dying prematurely, general 
look effects, more help-seeking from parents, social life such as school or employment 
disarray due to treatment, reduction in productivity and future worries (Mbuh & Kahugu, 
2015). 
According to the statistics of Annual Health Report (2017) in West Bank, 
approximately 1,849 cases (63.3%) were between 15 – 64 years of age, and there were 453 
adolescents and young adults (AYA) who aged 15-39 years are diagnosed with cancer in 
West Bank (MOH, 2018). In 2017, 92 cancer deaths were occurred among who aged from 
15 to 39 years old in West Bank of Palestine (MOH, 2018). According to the number of 
AYAs cancer patients in Palestine, the research and focus on studying coping strategies 
among adolescent and young adult patients with cancer is an area that does not receive it is 
appropriate attention. Despite the availability of some previous local studies, in fact, there 
was no specific focusing on coping strategies of AYAs patients with cancer. Nonetheless, 
this particular age-group and their coping mechanisms had not been previously studied in 
Palestine. 
Recently and for the past 60 years, coping mechanisms with cancer and all the 
linked stressors has become a targeted field of study (Anderson, 2014). As patients of 
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cancer in Palestine suffer from the effects of the disease and as they have many aspects of 
the disease to cope with, they additionally have an external factor that adds more 
difficulties to coping and that is the stress and agony of the occupation. It was noted by 
The National Mental Health Strategy 2015 report that there is an increase of acute and 
chronic stress caused by the continued occupation and the other political violence that is 
happening in Palestine (Manenti et al., 2016). Consequently, Palestinians AYAs living 
under the distress of political situation will be more distressed when they have to cope with 
both political and cancer stressors. Furthermore, not all healthcare institutions house 
psychosocial care for Palestinian cancer patients, as with other diseases; in fact, 
chemotherapy is the only available cancer treatment at government hospitals, with little 
capacity for a wider range of treatment options (Hammoudeh et al., 2016).  
It is important to understand the experiences of patients suffering from a chronic 
illness similar to cancer in order to guide care to define survivors‘ needs and promote 
health outcomes according to Roux and Dingley (2011) (Rufener, 2014).  
The cost of effective intervention, targeting stress and related symptoms of cancer 
diagnosis, must be evaluated and budgeted effectively after the cancer diagnosis, to 
facilitate the transition back into everyday life and long-term health  (Kvillemo, 2017). 
Intervention is definitely needed to assist patients and their close ones to deal with and 
overcome the situation in organized risk-free strategies. In order to be able to define coping 
strategies, information about the patients and their families are needed. AYAs are the most 
difficult patients‘ age groups to deal with due to the critical stage of life as they are either 
at school times or university or apprenticeship and looking forward to their future and life 
(Mon Kywa, 2012). By understanding how AYAs cope with their cancer with challenges is 
important in ensuring a comprehensive care for AYAs with cancer. Furthermore, the 
recognition of coping mechanism by healthcare professionals may enable appropriate 
information and intervention to be provided at an optimal time for each individual (Mon 
Kywa, 2012).  
The study findings might provide specific relevant information regarding 
Palestinian adolescents and young adult‘s coping strategies and resources they use to cope 
with cancer. The results of the study can be used when planning and implementing the care 
plans for adolescents and young adults and provide a foundation for cultural-based care of 
AYA patients with cancer in Palestine. Furthermore, it is expected that this study might 
improve the national understanding of the needs of this vital segment of our society. 
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Research, aims, objectives, and hypotheses 
 
The aim of the study 
The main aim of this triangulated study (quantitative, qualitative) was to identify 
coping strategies among adolescent and young adult patients with cancer in the West Bank 
of Palestine, who aged between 15-39 years. The results of the study can be used when 
planning and implementing the care plans of adolescents and young adults with cancer. 
 
Objectives 
Using a qualitative method, the specific objectives were:  
 To obtain a more in-depth understanding of the coping strategies used by Palestinian 
adolescent and young adult patients with cancer.  
 To describe the reaction of AYAs cancer survivors have toward their cancer diagnosis 
and  
Using a quantitative method, the specific objectives were: 
 To determine the adolescent and young adult patients with cancer coping strategies. 
 To determine factors influencing coping strategies of adolescent and young adult 
patients with cancer. 
 
Hypothesis 
H0: There is no significant relationship (at P<0.05) between coping strategies of adolescent 
and young adult patients with cancer and the socio-demographic variables (age, gender, 
education level, place of residence, income, marital status, number of children, 
employment, caregivers, religion, and religiosity). 
H0: There is no significant relationship (at P<0.05) between coping strategies of adolescent 
and young adult patients with cancer and the sitting-related factors (health-care providers 
support, ownership of the hospital, and department of treatment). 
H0: There is no significant relationship (at P<0.05) between coping strategies of adolescent 
and young adult patients with cancer and the cancer-related factors (site of cancer, duration 
since diagnosis, and type of treatment). 
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Chapter Two: Literature Review 
 
Introduction 
This chapter includes an overview of cancer, its burden, the global burden of 
adolescent and young adult cancer patients, an overview of cancer types in AYAs and in 
Palestine, and the most common types of cancer treatment. In addition to the physiologic 
characteristics and possible biologic influences on cancers in AYAs, stressors of AYA 
cancer diagnosis and treatment, psychosocial aspects of AYA cancer diagnosis and 
treatment, and adolescent and young adult cancer healthcare needs.  
Moreover, this chapter includes AYAs definitions, coping strategies forms, the process of 
coping, briefly trace it is, and a review of previous studies. 
 
Cancer Overview 
Cancer is defined by the WHO Cancer Control Programme as: 
"A generic term for a large group of diseases characterized by the growth of abnormal cells 
beyond their usual boundaries that can then invade adjoining parts of the body and/or spread 
to other organs" ("WHO Cancer Control Programme", 2018). 
Other terms used include malignant tumors and neoplasms for cancer ("WHO Cancer 
Control Programme", 2018). The size and extent of the tumor spreading to other parts of 
the body define cancer staging. An inevitable death can be caused if the spread of cancer is 
not well controlled (Su-kerb, 2014). 
 
Types of Cancer 
There are more than 100 specific types of cancer. Most cancers are named after the 
organ or type of cell from which they originated. For example, cancer originating in the 
lung is called lung cancer while cancer originating in the colon is called colon cancer. 
Classification done by the National Cancer Institute in 2012 classified the 12 most 
common types of cancer to be bladder, lung, breast, melanoma, colon and rectal, non-
Hodgkin lymphoma, endometrial, pancreatic, kidney, prostate, leukemia, and thyroid (Su-
kerb, 2014). 
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MOH report in 2018 included the three most commonly reported cancer cases in 
2017 in the West Bank of Palestine: 
1: Breast Cancer  
Breast cancer is cancer cells that grow from the functional tissue elements of the 
breast. Generally, breast cancer amounts to 14% of cancers in AYAs (Quinn, 2012). There 
were 1.8 million incidents cases of breast cancer in 2013 with 464,000 deaths. Only one 
woman developed breast cancer out of 18 between birth and the age of 79 years 
(Fitzmaurice et al., 2015). 
The first type of cancer in the West Bank among all types of cancer in 2016 was breast 
cancer. There were 388 cases that constituted 15.3% of the total reported cancer cases. 
However, the first type of cancer among females was breast cancer and it accounted for 
28.9% of the total reported cancer cases in Palestinian females (MOH, 2017). There were 
503 new cancer cases of breast cancer in 2017 that consisted 17.2% of the total cancer 
cases (MOH, 2018). In 2017, among females, breast cancer was the first common with 498 
reported cancer cases. 
2:  Colon Cancer  
There were 771,000 deaths worldwide in 2013 as there were 1.6 million incidents 
cases of colon and rectum cancer (Fitzmaurice et al., 2015). Being the rafter, ranked the 
second with 262 cases is colorectal cancer that accounted for 10.3% of all reported cancer 
cases (MOH, 2017). Colon was the second common cancer that accounted for 241 cases; 
8.2% of all reported cancer cases in 2017 (MOH, 2018). 
3: Leukemia  
In 2013, it was found that throughout the world, there were 414,000 new cases of 
leukemia and 265,000 deaths as a result of the condition.  It has been ranked the 10
th
 most 
common type of cancer and the 9
th
 most common cause of cancer deaths in the same year.  
In developed countries, leukemia was the 12
th
 most common form of cancer and 8
th
 cause 
of death caused by cancer (Fitzmaurice et al., 2015). However, leukemia ranked the third 
in reported cancer cases in West Bank, and 214 new cases and that amounted to 8.4% of 
the total reported cancer cases (MOH, 2017). Leukemia ranked the third common cancer 
cases in West Bank that 239 (8.2% of all reported cancer cases) in 2017 (MOH, 2018).  
4: Lung Cancer  
It was estimated that 1.8 million incident cases of tracheal, bronchus, and lung 
cancer (TBL) cancer in 2013 with 1.6 million deaths (Fitzmaurice et al., 2015). In West 
Bank, 13.6% of reported cancer cases were reported among Palestinian males and which 
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was ranked the first among them (MOH, 2017). Lung ranked the most common cancer 
among male with 174 cancer cases reported; representing 12.5% of the total cancer cases 
among males (MOH, 2018).  
5: Lymphomas 
Lymphomas are any type of cancer that is caused by lymphocytes of the immune system.  
There are two main types of lymphomas.  The first is Hodgkin lymphoma (HL) and 
includes the presence of Reed-Sternberg cells.  The second is non-Hodgkin lymphoma 
(NHL) and includes all other lymphocytic cancers. In AYAs, lymphomas constitute 13% 
of cancer. Risk factors are unknown still (Quinn, 2012). 
 
Common Types of Cancer Treatment 
There are several methods to treat cancer and the most common of them is surgery, 
radiation, chemotherapy, hormone therapy, biological therapy, and/or targeted therapy (Su-
kerb, 2014). 
1. Chemotherapy  
This is commonly known as ―chemo‖. Chemotherapy is a treatment that entails strong 
medication usually administered orally or through injection.  There is usually more than 
one drug used in the treatment and the purpose of chemotherapy is to treat cancer that has 
spread throughout the body, and unlike radiation therapy or surgery, these drugs travel 
through the bloodstream.  The type of cancer and the stage of cancer in which the patient is 
in determine whether chemo may be beneficial to their treatment (American Cancer 
Society, 2015). Chemotherapy is used to treat, control, and cure cancer and is one of the 
most common reasons for increased survival rates of patients.  It employs cytotoxic agents, 
hormonal blockers, and receptor-specific targeted therapy.  These drugs may have an effect 
on normal cell reproduction and lead to myelosuppression, immunosuppressant, mucositis, 
and alopecia.  In the worst cases, the effect may be death (Stefani et al., 2017). 
2. Surgery 
Surgery is considered a foundation of cancer treatment that applied to any individual has 
cancer. Also, surgery including a  removal of the localized tumor (contained in one area), 
and it may be applied to remove the tumor along with any nearby tissue that might contain 
the cells of cancer (Stefani et al., 2017). Treatments such as radiation therapy and 
chemotherapy may be used along with surgery, or they may be applied before or after the 
surgery (American Cancer Society, 2015).  
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3. Radiation Therapy 
Localized cancers (contained in one area) are mostly treated by radiation just like in 
surgery. Radiation is used to destroy or damage cancer cells in order to prevent them from 
growing. It can be used alone or along with surgery or chemotherapy. More than half of all 
people with cancer get radiation at some point (American Cancer Society, 2015).  
 
4. Hormone Therapy  
Using medicine to block or lower the number of hormones in the body is used to slow or 
stop cancer from growing (Cancer Research UK, 2017).  
 
The Burden of Cancer 
Since 1990, the incidence rates of cancer in most countries have increased and are 
posing a major threat to public health (Kvillemo, 2017). Cancer is classified as the second 
major cause of death worldwide  ("WHO Cancer Control Programme", 2018). There were 
17.5 million cancer cases and 8.7 million deaths worldwide in 2015. An increase of 33% in 
cancer cases from 2005 to 2015, where aging contributed to only 16% and a population 
growth of 13% and changes in age-specific rates contributed to 4% (Fitzmaurice et al., 
2017). In men, the most common types of cancer are lung, prostate, colorectal, stomach 
and liver. In women, the most common types of cancer include breast, colorectal, lung, 
cervix, and stomach. One in six deaths is caused by cancer worldwide ("WHO Cancer 
Control Programme", 2018). 
In Palestine, in the past decade, cancer is seen to be a substantial health problem 
and a major cause of death (Tantitrakul & Thanasilp, 2009). According to MOH, the total 
number of reported cases of cancer in West Bank was 2,400 with an incidence rate of 83.8 
per 100,000 of the population in 2015 (MOH, 2016). In the following year (2016), the total 
number of reported cancer cases in West Bank was 2,536, with an increase of 5.7% from 
the 2,400 of total new reported cases in the previous year (2015) (MOH, 2017). In 2017, 
the total number of newly reported cases of cancer in West Bank was 2,923 cancer 
cases with an incidence rate of 113.7 per 100,000 of the population (MOH, 2018). In 
addition, there was a 15.3 % increase from 2016 to 2017 of cancer cases that indicate 
is more than double increase in cancer cases in 2016 (MOH, 2018).  
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The Global Burden of Cancer among Adolescents and Young Adults 
Among AYAs, cancer is the leading cause of disease-related deaths (Smith et al., 
2013). It is the major cause of mortality among adolescents and young adults (AYAs)  
worldwide as it results to approximately 134,000 deaths each year (Clinton-McHarg, et al., 
2010). In Europe and the United States, the incidence of cancer among  AYAs has 
increased in the past decade (Richter et al., 2015). In 2011, an estimate of 69,212 
Adolescents and Young Adults (AYAs) aged 15–39 were diagnosed with cancer in the 
United States. This is around 6 times the number of cases diagnosed in younger ages such 
as children between 0-14 (Mbuh & Kahugu, 2015). In Germany, there are 15,000 patients 
aged 15-39 years old who are diagnosed with cancer each year. These constitute about  3% 
of the diagnosed cancer cases there (Richter et al., 2015). 
Cancer type defines survival which means that the survival rate can be lower 
among younger or older cancer patients such as in the case of acute lymphoblastic 
leukemia or non-Hodgkin lymphoma. The site of cancer has a higher occurrence during 
older adulthood that increased incidence of types of cancer among them (2010, Germany; 
source: RKI (Richter et al., 2015). It has been shown in Jordan that the incidence of cancer 
among adolescents is 159 new cases per 100,000, where 15% of them die within one year 
of diagnosis (Al Jadili & Thabet, 2017).  
 
Cancer Types in AYAs 
The incidence of cancer types differs among AYAs. It has been stated that "the most 
common cancers in AYAs are lymphoma, leukemia, germ cell tumors (including testicular 
cancer), melanoma, central nervous system tumors, sarcomas (bone and soft tissue), breast, 
cervical, thyroid and colorectal cancers" ("AYA", 2018).   The incidence of specific cancer 
types also varies considerably across the AYA range. For example, leukemia, lymphoma, 
thyroid cancer, and testicular cancer (germ cell tumors) are the most common cancer types 
among younger AYAs aged between 15 to 24 years old. While breast cancer and 
melanoma comprise a growing share of cancers among AYAs aged between  25 to 39 
years old (Mbuh & Kahugu, 2015). In the West Bank of Palestine, the cancer types 
reported in 2017 among those who age from 15 to 39 years old were; 41 new cancer cases 
of  leukaemia, 39 cases of non-Hodgkin's lymphoma, 55 cases of Hodgkin's disease, 20 
cases of  colon, 16 cases of  bone,  5 cases of stomach, 23 cases of brain and nervous 
system, 49 cases of thyroid, 68 cases of  breast,  and 10 cases of lung cancer (MOH, 2018). 
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Stress and Psychosocial Aspects of AYAs Lives 
Adolescence and young adulthood are periods characterized by complex physical 
and psychological development as well as substantial lifestyle changes. In many developed 
countries, adolescents leave their home for school or work and start becoming more 
independent from their parents. This is where young adults appear to focus on completing 
their education, pursuing employment, getting married, and having children (Kirchhoff et 
al., 2014).  
When diagnosed with cancer, adolescents and young adults lives are often 
disrupted (Nass et al., 2015). A cancer diagnosis often means that daily life including 
school or work is disrupted in addition to isolation from peers and family (Richter et al., 
2015). There are different sorts of feelings including anger, depression, hopelessness, and 
helplessness that cancer patients are exposed to and that require significant adjustments. 
Yet, there are many coping strategies that could help them deal with their life-threatening 
situation (Livneh, 2000).  
Stress is always mentioned when exploring cancer responses (Greeff & Theil, 2012).  
When facing this experience for the first time, they are confronted with challenges 
stemming from their development currently taking place and a fatal illness, diagnosed 
adolescents and young adults are at risk of distress (Kwak et al., 2012). Additionally, as a 
result of the cancer treatment, AYAs experience disruptions in psychological and social 
maturation, diminished autonomy in relationships with their parents, stifled educational 
attainment and employment, concerns related to sexuality and fertility, social isolation, and 
physical changes (Kwak et al., 2012). Furthermore, adolescents and individuals in their 20s 
will suffer from this dilemma more than younger or older patients will, especially while 
coping with treatment that may leave them with hair loss, increase in weight, acne or 
growth issues as they already experience self-consciousness in relation to bodily changes 
and body image (National Institutes of Health, 2006). Hence, good support, sufficient 
coping strategies, and increased sensitivity by others are required to help in coping with 
developmental changes tasks alongside the experience of a cancer diagnosis and treatment 
(Richter et al., 2015). As coping played an important role in eliminating emotional distress 
relevant to fear of death, pain, or defacement, effective coping strategies could also 
eliminate stress (Su-kerb, 2014). 
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Coping Processes 
It is typical for people to spend more effort in trying to comprehend their problem 
as they appraise the nature of the stressor when confronted with a cancer diagnosis. This is 
when cognitive processes such as; threat, actual harm, or loss, and whether they have the 
capabilities or resources to cope with it (Hoffman et al., 2013). The appraisal and personal 
factors are used to choose the strategy to cope with forming the individual‘s available 
coping resources (HanevoldBjørkløf, 2017). During the mediation process, that a person 
makes in the appraisal process of the stressor combined with the psychological, social and 
cultural resources available. Therefore, he or she suffers from stressful experiences in a 
person‘s environment. As a person who is confronted with a stressor evaluates it using two 
types of appraisals. A primary appraisal happens when evaluating potential threats or 
harms and a secondary appraisal depends on the power to change the present status and 
deal with unfavorable emotional reactions (Hoffman et al., 2013). 
The coping efforts that are targeted to manage the problem and emotional 
adjustment make up the results of the coping process; such as the psychological health, 
functional status, and adherence.  There are two issues that the appraisal process involves. 
One is about the success of the treatment sought information about that treatment. The 
second is related to the financial capabilities, social support and the ease of access to 
treatment that can affect the assessment of the appraisal and their availability and adequacy 
to meet the threat. In some instances treatment supersedes available resources as it may 
require repeated appointments in clinics, sufferings from pain, change of personal 
appearance or loss of functions, moving to distant places. Should the patient be without 
any relatives or spouse to assist problems will be greater. Furthermore, problems may arise 
at the post-treatment stages such as the effect on valued goals when having a biological 
child, role in life, and basic self-esteem. This type of appraisal is often referred to as 
meaning-making (Hoffman et al., 2013).  
Coping is a process, not a habit. Generally, persons change in their strategies based 
on the appraisals of the situations, as illustrated in the dual process model of coping. 
Persons are, however, found to have different coping styles or individual profiles of 
preferred copings strategies (HanevoldBjørkløf, 2017). 
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Coping Strategies 
Different people react in diverse ways to perceptions of threat and harm, and many 
view the label ―coping‖ in a broad way (Foster, 2014). Coping was defined by Lazarus and 
Folkman (1984) as "constantly changing cognitive and behavioral efforts to manage 
specific external and/or internal demands of situations considered stressful" (Su-kerb, 
2014, p.23). Coping strategies are utilized to reduce stress (Frank, 2014). In order to handle 
challenges, several attempts would be made to measure the various strategies i.e., coping 
strategies (Kvillemo et al., 2017).   
In another definition, coping strategies refer to " the thoughts and actions people use to 
manage the experience of stress, manage the problem causing the perceived stress, and 
sustain positive well-being" (Kvillemo et al., 2017, p.3). The way in which individuals 
adapt, manage, and/or resolve their stress depends on one‘s cultural factors and may differ 
accordingly (Frank, 2014). There are two distinct strategies that involve different 
approaches. The first one is aimed at altering the stressful situation and is called ―problem-
focused coping strategies‖. The other strategy utilizes some extra power to adjust the 
emotional distress linked to the situation and is called ―emotion-focused coping strategies‖ 
(HanevoldBjørkløf, 2017). Beside those major coping styles, there are even more specific 
coping strategies available. A variety of possible coping behaviors are commonly 
understood such as; use of instrumental social support, use of emotional social support, 
positive reinterpretation and growth, behavioral disengagement, venting, religion, humor, 
behavioral disengagement, active coping, denial, planning, suppression of competing 
activities, use of emotional social support, substance use, and acceptance coping 
(Anderson, 2014).  
It is important to note that the patient seldom uses one and only coping strategy as 
coping includes several ones (Foster, 2014). While an individual may engage in one coping 
process, both processes of problem-focused and emotion-focused are used interchangeably 
due to the dynamic nature of coping (Anderson, 2014). 
 
Coping Strategies Forms 
Religious and Spiritual Coping  
Religious coping is one strategy used to cope with stress. This means that the person will 
develop behavioral and/or doctrinal methods stemming from his/her particular belief used 
as methods to cope (Frank, 2014). The reference to religion in literature is ―religiosity‖, 
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and it is defined as "both formal, institutional beliefs and set of values, or informal acts and 
behaviors of religious participation such as prayers, religious service attendance, and 
meditation" (Frank, 2014, p.3). Spirituality is related to the person‘s emotional expressions 
and could be estimated by measuring the person‘s spiritual connectedness, peace and 
spiritual status (Frank, 2014). 
It is difficult to define ―spirituality‖ and ―religion‖ in practical terms since either 
term are often used differently depending on different situations (Saarelainen, 2016). 
Consequently, it is appropriate to suggest that a full study must be conducted on both terms 
in order to find out their impact on one‘s life. In spite of the challenges that a person would 
face in finding a single definition, both will ultimately affect the lives of many people 
where this includes growing adults and must be further investigated (Frank, 2014). 
Generally, exposes itself in specific situations. Therefore, Hence, coping method using 
religious beliefs would affect our understanding of it and the relationship with health and 
well-being, particularly with patients with critical problems (Pargament et al., 2011).    
The most frequently coping response to cancer as a coping strategy is performing 
"religious activities" (Trevino et al., 2012). The very high rate is seen among patients that 
of religious coping origins as compared to people with other serious illnesses (Al Jadili & 
Thabet, 2017). As for AYAs, God and faith became an important part of coping with 
cancer, and many started retrieving the earlier belief methods. Religiosity and spirituality 
appear to have a positive impact on the health-related behavior of young patients 
(Saarelainen, 2017). 
In the West Bank and Gaza Strip, Islam and Christianity are the primary religions.  
Community members have faith in Allah (God) and this is reflected in how they perceive 
illness. Hence, religion has a great effect on cancer patients as they believe that a person is 
rewarded in this life and the after life for his/her tolerance of the pain and disease 
(Kharroubi & Abu Seir, 2016).  In the context of the Gaza Strip, for example, Shamallkh 
(2014) found that the major way to get rid of the depression and accept cancer diagnosis is 
by the patient's faith in Allah. Participants with cancer tried to be patient in order to be 
deserving of  Allah‘s forgiveness (Shamallkh, 2014). Saarelainen (2017) also suggests that 
religiosity and spirituality they have a positive impact on health-related behaviors. 
Saarelainen (2017) adds that God and faith became an important part of coping with cancer 
among AYAs as a large number of them reaffirmed their doctrine. Young people reported 
that their faith strengthened and alleviated their loneliness and fear. While cancer improved 
their lives in terms of attitude, behavior, relationships, and reduced risky behavior, AYA 
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survivors still perceive that cancer happened for a reason. Some believe that cancer was 
written for them by God (Saarelainen, 2017).   
Similar to spiritual support and religious reframing, religious coping can be viewed 
positively or negatively. For example, some will view the illness as a punishment from 
God. Yet, people with religious backgrounds and professions who have organizational 
involvement with religious salience and intrinsic religious motivation appeared to have less 
risk for depressive symptoms and disorders (Saarelainen, 2017).  
Reinforcing the effect of spiritual behaviors, Frank (2014) reported that the seen 
adults showed greater use of spiritual behaviors as they use prayers for self and others, 
acknowledging blessings, and avoiding sins. Moreover, Frank (2014) illustrated that those 
emerging adults highly endorsed the practices of religious coping such as asking for God‘s 
love and care and seeking forgiveness. Taleghani, et al. (2006) found that among Asian 
American women experiencing breast cancer, spiritual beliefs helped them cope.  
The data collected on Palestinian cancer patients found by Khleif and Imam (2013) 
suggest that the faith and religious beliefs (spirituality) of patients were evident in 
supporting and providing them with strength and power to confront such diseases.  
 
Seeking Social Support Coping 
Problem-focused coping also includes seeking social support (Carver et al., 1989, p.269). 
There are several ways to provide social support through helping others and caring for 
them. This may require adequate differentiation among subcategories, including cognitive, 
religious and emotional support (Namkoong et al., 2013). There are two reasons as to why 
people go after social support, however, they deviate from each other when it comes to 
implying problem focus. The first reason for seeking social support is instrumental in the 
form of seeking advice, assistance, or information, which is classified as problem-focused 
coping. The second reason is emotional in the form of receiving moral support, sympathy, 
or understanding, which is considered as emotion-focused coping. Those two social 
support functions are conceptually distinct from one another. In practice, however, they 
often co-occur (Carver et al., 1989). It is evident that emotional support is considered 
particularly significant for cancer patients due to its effect in facilitating coping with 
stressors and help the sustainability of well-being (Namkoong et al., 2013).  
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Adolescent and Young Adult with Cancer Healthcare Needs 
Great efforts are made to reduce the high level of distress among young people 
diagnosed with cancer (McDonald & Patterson, 2015).  A specific model of care must be 
adopted to help adolescents when facing the unique situation of being an adolescent or 
young adult with a cancer diagnosis. This is because of the difference in cancer experience 
between AYA cancer patients and children or older adults. Due to the rarity of cancer 
disease among AYAs, most oncology health professionals are not familiar with caring for 
them (Quinn, 2012).  In addition, professionals acknowledge that AYAs cancer patients are 
a unique group and have different needs from cancer patients of other age groups (Quinn, 
2012). After AYAs diagnosis of cancer, inconsistencies arise in the treatment approach 
where they are either treated by an adult or pediatric oncologists or radiation, a surgical or 
gynecological oncologist. AYAs feel isolated and that their physical, psychological and 
emotional needs are being neglected when they treated in pediatric or adult units (Quinn, 
2012). While providing cancer treatment, there are a variety of distinct health care needs 
that must be understood and addressed for  AYAs (AYAOPRG, 2006).  The requests of 
AYA cancer patients are dynamic and include physical, mental, social, and educational 
needs. 
 Furthermore, AYAs have particular needs that are being neglected.  Those most 
referred to are psychosocial and information needs. For example, bolster from family and 
companions, mental advising, accepting age-suitable data from services and internet 
websites, and meeting associates and cancer survivors (Zebrack & Isaacson, 2012). Cancer 
patients have a variety of needs. Many of them need help coping with emotions associated 
with illness and treatment while many others need help in managing their illness. 
Moreover, material and logistical resources (i.e., transportation) and managing disruptions 
in work, school, and family life are important factors in providing assistance for them (Su-
kerb, 2014).  
AYAs have different requests for information as well as considerable capacities to 
deal with the information related to their illness and how to deal with it compared to 
younger children (McDonald & Patterson, 2015). As those needs are often overlooked, 
AYAs are left worried about acquiring information about cancer, as to what treatment is 
required and how it is implemented, peer relationships and psychological support, in 
addition to extra related general information (Quinn, 2012). In that regard, there are many 
defiance issues that the AYA patients and survivors that they may go through to remain 
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active and independent, cope with the difficulties associated with treatment, manage stress, 
collect information, and sustain the situation. It is the lack of necessary experience that 
leaves AYA cancer patients confused or feeling incompetent to effectively cope with 
challenges (Zebrack & Isaacson, 2012). 
 
Previous Studies Review 
Because coping differs according to the individual, environment, and context 
(Anderson, 2014), the next sub-section will review how coping has been studied in the 
context of cancer. 
International Studies 
Trevino et al. (2012) conducted structured clinical interviews to study coping strategies 
and the relationship between coping and psychological distress in YAs with advanced 
cancer using the Brief Cope scale. The YAs investigated were between the ages of 20 and 
40 years old, were (66%) were females, with a mean age of 33.89 years (M=33.89, 
SD=5.7). Trevino et al.‘s results showed that "acceptance coping" followed by "support 
seeking" and "proactive coping" were most frequently used. The least used strategies were 
"negative expression" and "respite-seeking". The authors hypothesized that the high 
frequency of reported use of "proactive coping" indicated that YAs often attempted to 
directly intervene on cancer-related stressors. The distancing factor indicated a potentially 
contradictory response by which YAs attempt to avoid confronting the cancer experience. 
The author suggested that the emergence of these coping responses as unique factors 
showed that YAs are able to actively cope but may also need a reprieve from cancer. 
In order to explore the correlation between coping strategies and health-related 
quality of life among Korean adolescent and young adult cancer survivors, Min Ah & 
Jaehee (2017) conducted a cross-sectional study where 218 respondents aged 15-39 years 
were examined using the Brief Cope scale and the Medical Outcomes Study Short-form- 8. 
The study revealed that the most frequently reported coping strategy was self-distraction 
(97.2%), followed by positive reframing (95.9%), and finally active coping (95.9%).  
Kaal et al. (2017)  conducted a study to evaluate the empowerment of AYAs aged 
18-35 years old with cancer who had been seen by at least one of the members of the AYA 
team of the Radboud University Medical Center in the Netherlands were invited to 
participate in the current study. The mean age was 27 years old and the vast majority 
treated with chemotherapy (86%). The study sample consisted of 83 cancer patients, 43 
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male (52%) and 40 females (48%). The results revealed that males used more effective 
"problem-focused or instrumental" methods to handle stressful experiences compared to 
females who attempted to use less effective "emotion-focused coping" strategies to handle 
their stressful situations.  The research suggested that females need additional support 
similar to males. The research also shed light on the necessary provision of support for 
AYA cancer patients as they are unable to develop skills that can assist them in coping 
with new and challenging situations.  
A participatory study ( qualitative incorporated grounded theory) was conducted by 
Lam et al. (2013) to explore the interest of adolescent cancer patients to engage in the 
study and their perceived coping needs. The adolescents investigated were between the age 
of 13 and 19 years old. The study concluded that there are potential key coping needs with 
adolescents aged 13–19 years. The themes that generated were; treatment for cancer that 
helps adjustments related to physical and social participation, social perceptions, physical 
effects, and health-related communication needs.  
Furthermore, quantitative and qualitative approaches were conducted by Drageset 
(2012) to describe coping, psychological distress, and social support among women with 
breast cancer in the diagnostic and preoperative phases. In-depth semi-structured 
interviews with 21 women with breast cancer were conducted for the qualitative part of the 
study and surveys were distributed to 117 women for the quantitative part. Findings from 
the quantitative part revealed that the women with breast cancer had a high score on 
―instrumental-oriented coping‖ followed by ―emotion-focused coping‖. Through 
qualitative data analysis, themes within coping were generated including pushing away, 
business as usual, enjoying life, dealing with emotions, preparing for the worst, and 
positive focus. 
A randomized trial of early palliative care was conducted by Nipp et al. (2016) to 
investigate how patients with incurable cancer cope with their illness. Three hundred and 
fifty patients who aged 18 years and above (mean age, 64.9 years) with incurable cancer 
were assessed using the Functional Assessment of Cancer Therapy-General, Hospital 
Anxiety and Depression Scale, and Brief COPE. The results demonstrated that emotional 
support (77.0%), positive reframing (49.1%) active (48.5%), and acceptance (44.8%), and 
self-blame coping were most frequently used by patients with incurable cancer. On the 
other hand,  behavioral disengagement, self-blame, and denial were the least used 
strategies to cope with incurable cancer. Results indicated that patients with a lung cancer 
diagnosis were expected to report high use of self-blame, which confirms literature 
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suggesting that these patients experience more guilt and shame related to their cancer 
diagnosis.  
A cross-sectional survey by Acquati (2016) was conducted in the United States to 
examine the differential impact of the illness; mutuality, dyadic coping, and quality of life 
on 86 breast cancer patients (younger dyads), by comparing them to their partners ( a group 
of older couples). Eighty-six dyads of breast cancer patients (M=48.2, SD=9.83) and their 
partners were examined using the Dyadic Coping questionnaire. Results demonstrated that 
the younger partners the more they experienced higher maladaptive dyadic coping. In 
addition, the results revealed that younger partners experienced higher interdependence in 
the relationship in younger couples. 
Namkoong et al. (2013) conducted a randomized clinical trial to illustrate how 
computer-mediated social support CMSS group participation improved 237 breast cancer 
patients positive coping strategies. From their results, researchers showed that CMSS 
group participation was positively associated with perceived bonding. In addition, those 
findings uphold the notion that emotional support is critical to social support. An emotional 
support facilitates the coping mechanisms with stressors and improves overall well-being. 
A narrative method conducted by Saarelainen (2016) to describe using of religion in the 
coping process among Finnish Lutheran young adults with cancer. This study sample 
including 16 young adults with cancer, who were aged between 18 and 35 years old as 
defined by the Finnish Cancer Society for young cancer patients. The researcher found that 
the coping process was linked to religion, spirituality, and personal worldview. 
 
Regional Studies 
A cross-sectional study was conducted in Egypt by Elsheshtawy et al. (2014)  to 
determine the different coping strategies among 56 females with breast cancer (M= 52 ±  
SD=13.3 years) using the Brief COPE scale. The study also estimated the presence of 
anxiety and depression by using Hospital anxiety and depression scales (HADS). Results 
of this study revealed that the most commonly used coping strategies were religion, 
acceptance, and emotional support followed by self-distraction. The lowest scores were on 
substance use, behavioral disengagement, and self-blame.  
Furthermore, a qualitative study conducted by Al-Azri et al. (2013) interviewed 19 
Adult women aged 18 years old and above through semi-structured interviews. The 
purpose of this study was to identify coping strategies experienced by Omani women after 
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a breast cancer diagnosis. The findings of the study included the use of coping strategies 
such as; denial, optimism, withdrawal, Islamic beliefs and practices, and the support of 
family members and health-care providers. The results also found that Islamic beliefs and 
practices were the most common coping related strategies. 
In Iran, Ahadi et al. (2014) conducted a causative-comparative study to compare 
differences in coping styles between cancer patients and healthy people. Coping styles 
were examined using the Coping Strategies Questionnaire (CSQ). The sample population 
consisted of all patients who were referred to Laleh Hospital and the Breast Cancer 
Research Center. Eighty patients were selected using the convenience sampling method.  
Healthy participants were selected using the random method. Both groups were matched in 
age and education levels. The researchers demonstrated that cancer patients mostly used 
emotion-focused coping strategies as compared to the healthy group. They generally used 
the subscale of confronting coping, escape-avoidance, and seeking social support while 
they hardly use the subscales of self-controlling, accepting responsibility, playful problem 
solving and positive reappraisal. 
An interpretive phenomenological analysis methodology was conducted by Al 
Omari et al. (2016) to examine the coping strategies used by hospitalized Jordanian 
adolescents with cancer receiving chemotherapy in Jordan. The authors conducted in-depth 
face-to-face interviews with 10 adolescent patients with cancer aged 13-18 years (5 males 
and 5 females). The study sample of participants of adolescent patients was diagnosed with 
leukemia, Hodgkin‘s, and non-Hodgkin‘s lymphoma.  The findings related four major 
themes that described coping strategies used by the participants including ―strengthening 
spiritual convictions, being optimistic and rebuilding hope, enhancing appearance, and 
finding self again. Al Omari et al. (2016) concluded that most participant patients 
confirmed that it strengthened their spiritual belief and relied on their religion as they made 
use of their Islamic rituals to confront and cope to live with cancer. Islamic rituals helped 
bring peace to their souls and gave them hope for the future. They also affirmed their belief 
that Allah always chooses what is best for his people. A female patient was not afraid of 
having cancer as saw it as a test from Allah.  
Further, a descriptive qualitative study was conducted by Shosha (2016) to explore the 
impact of psychosocial support on Jordanian adolescents with cancer. The study including 
twenty participants (female=11 and male= 9), who were aged from 13 to 17 years old, the 
mean age of adolescents was 15.15 years. The author valued all psychosocial support done 
23 
 
for them by their families and friends in order to enhance their coping with cancer. This 
helped in particular in a substantial requirement for adapting to stressful feelings.  
 
Local Studies in Coping with Cancer 
In order to assess anxiety and coping mechanisms, Shehadeh (2017) conducted a 
cross-sectional study of 214 women (who aged 18 years old and above) with breast cancer 
attending the Beit-Jala Governmental Hospital in West Bank. Coping mechanisms were 
examined using the Brief Cope scale. The study revealed that the most commonly used 
coping strategies were religion, use of emotional support, use of instrumental support, and 
self-distraction. This is in addition to active coping and acceptance, humor, and planning. 
Results showed that the lowest scores were for venting, denial, self-blame, behavioral 
disengagement and substance use.  As a conclusion, Shehadeh (2017) recommended that 
support groups are necessary as they are considered a strong factor for adaptation to 
cancer. 
Terzioğlu and Hammoudeh (2017) explored the illness narratives of women with 
breast cancer in Turkey and the occupied Palestinian territory (oPt). They underlined the 
similarities and differences in the ways in which patients make sense of their diagnosis and 
cope with treatment through two qualitative studies. The studies were conducted separately 
in Turkey and OPt. Between 2010 and 2012, 30 and 35 semi-structured interviews were 
conducted in Turkey and the oPt respectively.  Findings showed that women participating 
in the Palestinian study included younger women than the participants in Turkey. Those 
Palestinian women with ages spanning from 25 to 71, and from 31 to 71 years of age in the 
Turkish study. In both settings, faith and spirituality were important ways that women used 
to draw meaning out of cancer, to understand what was happening to them, and accept 
their fate. 
Hammoudeh et al. (2016) conducted a qualitative inductive approach to explore 
women‘s experiences with breast cancer in the oPt. They found that both Christian and 
Muslim Palestinian women who were interviewed had faith that played a major role in 
their coping. They relied on God (tawakkul) which was important in terms of coping. 
 
Summary 
The present chapter offered a review of the literature related to cancer, and 
especially among adolescent and young adult. Also, the present chapter shed light on the 
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coping process with a cancer diagnosis in general, and specifically among AYAs patients 
with cancer. Additionally, the chapter provides an examining the literature about, studies 
of coping among cancer patients, and among AYAs population. Furthermore, a summary 
of studies is shown in the table (Annex 15). 
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Chapter Three: Conceptual Framework 
 
 
Conceptual Definitions 
―A conceptual framework is described as a set of broad ideas and principles taken from relevant 
fields of inquiry and used to structure a subsequent presentation‖. It can be used effectively in 
research to help make sense of the study findings (Smyth, 2004, p.1). 
Coping strategies do not stay the same across the stages of cancer diagnosis and 
treatment from the adjustment period where those strategies become ineffective, therefore, 
as time progresses, alternative coping strategies may be adopted (Drageset, 2012). The 
interactive theory of Lazarus of mental pressure and coping is widely accepted where it 
changed the way they are perceived. The theory does not consider coping with a fixed 
behavioral method. Alternatively, it considers it a way to create personal cognitions and 
behaviors as a reaction to situations causing stress. As a result, coping is considered "a 
dynamic trend varying by time and in response to objective demands and mental 
assessment of conditions" (Ahadi et al., 2014, p. 3468).  
The conceptual framework of this study was designed to study factors that have an 
impact it on the coping strategies that used among AYAs cancer patients based on previous 
literature. A model based on the literature of coping with stress, particularly with respect to 
cancer, shows that patients coping strategies and its domains were directly affected by the 
socio-demographic characteristic, cancer-related factors, and setting-related factors, as 
shown in figure (3.1). 
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Setting- related 
factors: 
Professional 
support 
Ownership of 
the hospital 
Department 
Coping strategies: 
•    Active Coping 
•    Planning 
•    Substance use 
•    Seeking social support. 
•    Self-distraction 
•     Use of instrumental 
support 
•    Self-blame 
•    Use of emotional social 
support 
•    Positive reframing 
•    Acceptance 
•    Denial 
•    Religious Coping 
•    Spiritual coping 
•    Venting 
•    Behavioral disengagement 
Cancer related factors 
site of cancer, duration 
of treatment, and type 
of treatment. 
 
  
Socio-demographic 
factors: 
Gender  
Age 
 Residence 
Religion 
Religiosity  
Education 
Employment status 
Income 
Caregivers 
Social status 
Number of children 
 
 
Conceptual Framework 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Figure (3.1): Conceptual framework of the study; factors affecting coping strategies. 
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Conceptual Definitions  
AYAs Definition 
Due to the different age ranges that have been used in published studies, it is 
difficult to define the AYA population in cancer care. In most clinical investigators and 
organizations such as the National Cancer Institute and the National Comprehensive 
Cancer Network (NCCN), the AYA population is considered to include individuals 
between the ages of 15 and 39 (M. Park & L. Rosenstein, 2015, Richter et al., 2015). Yet, 
inconsistencies still appear when defining the age range for AYAs. The current specific 
age range was selected based on exemplary issues and needs relevant to this group. It has 
been shown that, as opposed to younger and older cancer patients, AYAs have different 
biological, psychosocial and socio-behavioral characteristics (Richter et al., 2015). A 
common factor in the age range of 15-39 years, it was found that "since the entire age 
range continues to experience a relative lack of improvement in survival and because a 
chief concern of AYAs with cancer is the lack of a home in research and healthcare" 
(Hauck Perez, 2016, p.7). 
 
Coping 
Coping strategies are defined as "cognitive and behavioral efforts to master, reduce, 
or tolerate the internal and/ or external demands that are created by the stressful 
transaction" (HanevoldBjørkløf, 2017, p.32). 
 
Coping Domains Definition 
To appreciate the method or action adopted by cancer patients in their confrontation 
of the situation, the following are definitions of types of coping methods used by  patients: 
 
Active coping: defined as "taking action, exerting efforts, to remove or circumvent the 
stressor" (Donoghue, 2004, p. 40).  
Planning: defined as "thinking about how to handle a stressor. It engages with the action 
strategies, thinking about what steps to get hold of and how best to cope with the problem" 
(Yusoff, Low & Yip, 2010, p. 41). 
Substance use: defined as "turning to the use of alcohol or other drugs as a way of 
disengaging from the stressor" (Donoghue, 2004, p. 40). 
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Self-distraction: defined as "psychological disengagement from the goal that the stressor 
is interfering with, through daydreaming, sleep, or self-distraction" (Donoghue, 2004, p. 
40).   
Use of instrumental support: defined as "seeking assistance, information, or advice about 
what to do (Donoghue, 2004), and looking for advice, help or information on coping with 
cancer" (Yusoff, Low & Yip, 2010, p. 41).  
Self-blame:  defined as "the process by which individuals place blame either on 
themselves or outside resources" (Engelstatter, 2004, p. 10). 
Use of emotional social support: defined as "getting sympathy or emotional support from 
someone" (Donoghue, 2004, p. 40). 
Positive reframing: defined as "making the best of the situation by growing from it, or 
viewing it in a more favorable light" (Donoghue, 2004, p. 40). 
Acceptance: defined as "accepting the fact that the stressful event has occurred and is real" 
(Donoghue, 2004, p. 40).  
Denial: defined as an attempt to reject the reality of the stressful event" (Donoghue, 2004, 
p. 40). 
Religious coping: defined as "an increased engagement in religious activities" (Donoghue, 
2004, p. 40). 
Spiritual coping:  defined as "an express and/or seek meaning, meditation, and the way 
they connect to the moment, to self, to others, to nature, to the significant and/or the 
sacred" (King et al., 2013, p. 2506).  
Venting: defined as "an increased awareness of one's emotional distress, and a tendency to 
ventilate or discharge those feelings" (Donoghue, 2004, p. 40). 
Behavioral disengagement: defined as "giving up, or withdrawing effort from trying to 
attain the goal that the stressor is interfering with" (Donoghue, 2004, p. 40). 
Humor: defined as "making jokes about the stressor" (Donoghue, 2004, p. 40). 
 
Operational Definitions 
Dependent Variables: 
Brief COPE Scales distributed their order and appearance in the questionnaire 
("The University of Miami, Psychology", 2018) and also added an extra scale, i.e. the last 
two items, for spiritual domain taken from SpREUK-P Questionnaire of Arabic version as 
follows: 
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Table (3.1): The major domain of coping strategies and the questions that assess each one. 
Positive Reframing 
Item 12.  I've been trying to see it in a different light, to make it seem more positive.  
Item 17.  I've been looking for something good in what is happening.  
Self-Distraction 
Item 1. I've been turning to work or other activities to take my mind off things.  
Item 19.  I've been doing something to think about it less, such as going to movies, 
watching TV, reading, daydreaming, sleeping, or shopping.  
Venting 
Item 9.  I've been saying things to let my unpleasant feelings escape. 
Item 21.  I've been expressing my negative feelings.  
Use of Instrumental Support 
Item 10.  I‘ve been getting help and advice from other people.  
Item 23.  I‘ve been trying to get advice or help from other people about what to do.  
Active Coping 
Item 2.  I've been concentrating my efforts on doing something about the situation I'm in.  
Item 7.  I've been taking action to try to make the situation better.  
Denial 
Item 3.  I've been saying to myself ―this isn't real.‖ 
Item 8.  I've been refusing to believe that it has happened. 
Religion 
Item 22.  I've been trying to find comfort in my religion or spiritual beliefs.  
Item 27.  I've been praying or meditating.  
Humor 
Item 18.  I've been making jokes about it.  
Item 28.  I've been making fun of the situation. 
Behavioral Disengagement 
Item 6.  I've been giving up trying to deal with it. 
Item 16.  I've been giving up the attempt to cope.  
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Use of Emotional Social Support 
Item 5.  I've been getting emotional support from others. 
Item 15.  I've been getting comfort and understanding from someone.  
Substance Use 
Item 4.  I've been using alcohol or other drugs (sedatives) to make myself feel better.  
Item 11.  I've been using alcohol or other drugs (sedatives)  to help me get through it.  
Acceptance 
Item 20.  I've been accepting the reality of the fact that it has happened.  
Item 24.  I've been learning to live with it.  
Planning 
Item 14.  I've been trying to come up with a strategy about what to do. 
Item 25.  I've been thinking hard about what steps to take.  
Self-blame 
Item 13.  I‘ve been criticizing myself.  
Item 26.  I‘ve been blaming myself for things that happened. 
Spiritual Coping 
Item 29. I try to get insight (also into myself). 
Item 30. My thoughts are with those in need. 
 
Independent Variables 
Links between independent variables and coping strategies offer practical 
information as to how AYA patients are coping with cancer. The three groups of 
independent variables of the questionnaire are as follows: 
Socio-demographic variables such as gender, age, marital status, number of children, 
education, income, employment status, residence, caregivers, religion, and religiosity. 
Cancer-related factors such as the site of cancer, duration of treatment, and type of 
treatment. 
Setting-related variables such as helath-care providers support, ownership of the hospital 
(governmental or private), and department of treatment (inpatient, outpatient). 
 
The specific items in the questionnaire representing  those three independent variables are: 
Age: From 15-39; later in the analysis ages were categorized into three age groupings as 
early young adulthood (15–18 years old), young adulthood (19–29), and late young 
adulthood (30–39).  
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Gender: Male or Female. 
Religion: Islam, Christian, or others. 
Religiosity: Ranging on a scale from 1 to 5 (1 & 2= low, 3= moderate, 4 & 5= high).  
Residence: A city, village, or camp. 
Educational level: Illiterate, primary school, preparatory school, secondary school, or 
university. 
Employment status: Unemployed, full-time work, part-time work, or working but on sick 
leave.  
Ownership of the hospital: Governmental or nongovernmental (private). 
Income: Less than 3000 NIS, from 3000 to 5000 NIS, or more than 5000 NIS.  
Living condition: Living alone, living with family, or other. 
Caregiver: the patient is self-dependent, family member taking care of the patient, a paid 
person takes care of the patient, charity institutions, or other. 
Marital status: Married or single. 
Married with Children: Yes or no. 
A number of children, married: The sum of daughters and sons.  
Place of treatment: the hospital which offering treatment is either Beit-Jala Hospital or 
Augusta Victoria Hospital. 
Department of treatment: The ward; inpatient or outpatient. 
The site of cancer:  The organ from which cancer originated. Classified as, breast, lung, 
colon, lymphoma, Testis, Larynx, leukemia, brain & nervous system, thyroid & other 
endocrine glands, bone, multiple myeloma, thorax, sarcoma, cervical, or stomach.   
Duration of treatment: Less than three months, from 3 months to 6 months, or more than 
6 months. 
Type of treatment: Treatment received after diagnosis, chemotherapy, radiation therapy, 
surgical therapy, or hormonal therapy.  
Health-care providers support: Participants were asked "how often they have 
information about their cancer from health care providers (e.g., doctors, nurses, social 
workers)?", ranging from not at all (1) to completely supported (10). In  the analysis, 
coding was as follows; (1, 2, 3 = Very low, 4, 5, 6, 7= Average, and 8, 9, 10= Very high). 
Patients who responded ―completely supported‖ were coded as having support. 
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Chapter Four: Methodology 
 
 
Introduction 
This chapter presents and discusses the research design of this study followed by 
the population and sampling methodology, data collection criteria, and data analysis for 
both the quantitative and qualitative parts. 
 
Research Design 
The design of this study is based on triangulation including the data collected, 
analyzed, and discussed from both quantitative descriptive cross-sectional and qualitative 
in-depth interviews. 
 In cross-sectional studies, "all the measurements on each participant are carried out 
at a one-time point or over a short period" (Mann, 2003, p. 56). On the other hand, 
qualitative research‘ is  "an umbrella term that encompasses a range of theoretical 
approaches and methods" (Povee & Roberts, 2013, p. 29). Qualitative methods in contrast 
to quantitative research, especially in the psychology field it can donate importance by 
providing in-depth contextualized understandings of individual actions and accounts of 
personal experience and meaning (Povee & Roberts, 2013). Because of the hand-in-hand 
nature of the positives and negatives of qualitative designs, a combination of both 
qualitative and quantitative approaches may provide the best and most thorough picture in 
understanding coping methods of cancer patients.  Research shows that by combining the 
two methods, one can attain a deeper objective and understanding of the diverse areas in 
psycho-oncology (Chittem, 2014).   
 
Population and Sampling Methodology 
In Palestine, there is no accurate record keeping system for AYAs patients with 
cancer in the 15-39 age group. The only data available on the newly reported cancer cases 
in the West Bank is the data updated by the annual health report published by the Ministry 
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of Health (MOH) of the Palestinian National Authority. In West Bank, a total of 396 
cancer cases reported were found among who aged from 15 to 39 years old in 2014 (MOH, 
2015). Based on the statistics of the MOH Annual Health Report of  2016, there were 396 
reported cancer cases between  15-39 years of age in 2015 in West Bank (MOH, 2016).  
Yet, the exact number of AYAs patients with cancer who were treated in Beit-Jala hospital 
and Augusta Victoria hospital is not known. There is no registration form for this specific 
age group to facilitate reaching them. Due to this difficulty, we started collecting the data 
in August 2017 based on the available statistic of Palestinian Annual Health Report of 
2015 (report on cases in 2016 were not available till August of the same year). As a result, 
the sample size for the quantitative part was calculated based on the assumption of the total 
new cases diagnosed with cancer in 2015 (total= 396) (MOH, 2016).  
 
Sample 
A convenient sample consisting of 196 patients with cancer aged from 15-39 were 
chosen to participate in the quantitative part of this study. This sample size was calculated 
to achieve statistical significance. (α) is present the significance level in which was set at 
0.05 error margin, the confidence level was (95%), and with a response distribution 50%  
by using the online sample size calculator (Raosoft, 2016). 
In this study, the sample size was estimated using the formula below: 
x = Z(c/100)2r (100-r) 
n = N x/ ((N-1) E2 + x) 
E = Sqrt[ (N – n)x/n(N-1) 
  In which ;" N = population size;  r = fraction of responses, and Z(c/100) =  critical value 
for the confidence level c" (Raosoft, 2016). 
Convenience sampling (also known as Haphazard Sampling or Accidental Sampling) is a 
type of non-probability or nonrandom sampling where members of the target population 
that meet certain practical criteria, such as easy accessibility, geographical proximity, 
availability at a given time, or the willingness to participate are included for the purpose of 
the study (Suri, 2011). This type of sampling facilitates and allows the researcher to obtain 
basic data in absence of formal statistics regarding the total population of patients with 
cancer in oncology departments at Beit-Jala Government Hospital and Augusta Victoria 
Hospital.  
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A purposive sample of 12 participants was chosen for the qualitative study after evaluation 
from both the researcher and the supervisor based on achieving data saturation. the 
decision of data-saturated by the researcher who found that the additional data of 
qualitative interviews do not generate new properties for the category of coping and not 
lead to developing a new emergent theme. 
Purposeful sampling is a technique widely used in qualitative research for the identification 
and selection of information-rich cases using limited resources most effectively (Palinkas 
et al., 2015). 
 
Selection Criteria 
Inclusion Criteria 
 A cancer patient diagnosed with cancer (any type, any stage) within the  15- 39 years 
age range. 
 A cancer patient that is well oriented and has the ability to provide informed consent 
and understand Arabic. 
 An Inpatient or outpatient attending and having records in any of two main hospitals 
for cancer treatment and control checkups, in Beit-Jala in Bethlehem and Augusta 
Victoria Hospital (AVH) in Jerusalem. 
 
Exclusion Criteria 
 Any patient from Gaza. 
 Any patient with mental incompetence, which may prevent him/her from being giving 
informed consent and answering the questionnaire. 
 
Study Setting 
This study was conducted in two different healthcare settings that offer oncology 
services in Palestine. The healthcare settings included a governmental hospital which is 
Beit-Jala hospital in Bethlehem governorate in the southern region and a non-governmental 
hospital which is  Augusta Victoria Hospital (AVH) in Jerusalem in the middle region of 
the West Bank (WB). Both settings were chosen based on their capacity to treat cancer 
patients from the West Bank. Beit-Jala Hospital provides the care for those patients from 
Bethlehem, Hebron, Jericho, and Ramallah. Augusta Victoria Hospital (AVH) offer their 
oncology treatment and services to all patients from the West Bank. 
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Beit-Jala Hospital 
Beit-Jala Hospital is the main governmental center for cancer treatment in Palestine. The 
hospital has two oncology departments that specialize in cancer treatment. One of the 
departments is for adults while the other is for pediatrics. In addition to the adult 
department, the hospital has 24 beds without isolation rooms. The department of oncology 
also has four doctors specializing in oncology, two residents, a hematologist specialist, and 
17 nurses. The treatment available includes both chemotherapy and surgical therapy. 
Patients needing radiation therapy are referred to Augusta Victoria, Al-Hussein center in 
Jordan, or to hospitals in Israel. The hospital cancer diagnosis is facilitated by 
mammography and CT scans. Finally, the hospital includes a pathology department 
(Kharroubi & Abu Seir, 2016). 
 
Augusta Victoria Hospital (AVH) 
The hospital includes medical oncology, radiation oncology, and surgical oncology 
units for both pediatrics and adults. AVH performs more than 25,000 sessions of radiation 
oncology and at least 15,000 sessions for chemotherapy each year. AVH also has 6 
pediatric and 18 adult ambulatories. The pediatric ambulatories contain 12 beds. The adult 
ambulatories include 16 beds for solid tumors and 12 beds for liquid tumors. In addition, 
four isolation rooms are available for BMT as well as CT scan to detect cancer. Augusta 
Victoria Hospital is the first and only Palestinian hospital to provide radiation therapy for 
West Bank and Gaza cancer patients through the purchase of two medical linear 
accelerators (Kharroubi & Abu Seir, 2016). 
 
Permission and Ethical Considerations: 
The Research Ethics Committee in accordance with the research ethics guidelines 
at Al- Quds University reviewed and approved this research study. The research proposal 
was also approved by the School of Public Health at Al- Quds University (Annex 10). Both 
the Ministry of Palestinian Health MOH and Augusta Victoria hospital were contacted 
through an introductory letter including the study title and followed up with through a 
study protocol asking for permission to carry data collection. A letter of approval to 
conduct the study was obtained from the Ministry of Palestinian Health MOH (Annex 11) 
as well as Augusta Victoria hospital (Annex 12). 
 At the time of data collection, all AYA patients with cancer were invited to take 
part in the study after understanding the nature of the study and signing an informed 
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consent for both the quantitative (Annex 8) and qualitative (Annex 9) parts. Privacy and 
confidentiality were assured to participants while explaining that quantitative and 
qualitative data will be kept strictly confidential. For qualitative interviews, patients were 
asked for permission to audio-record.  Participants were also informed that they have the 
choice to end the interview at any time. Written consent was obtained from either parent of 
adolescents aged less than 18 years old. 
A permission to use Brief COPE scale was approved by the author (Carver, 1997) who 
developed it. The scale was attached for free using at Miami University site 
(http://local.psy.miami.edu/faculty/ccarver/sclBrCOPE.html). For using the SpREUK-P 
Arabic version questionnaire, we had contacted the author who developed it by email. So, 
the approval to use the SpREUK-P (Annex 13) was granted from the author. 
 
Assessment Tools 
For the qualitative part of the study, a tool consisting of a list of questions regarding 
coping strategies used among AYAs patients, their experiences after a cancer diagnosis, 
and their health needs were used. A structured interview guide was developed for the study 
after reviewing the literature from previous studies related to the coping of cancer patients. 
The list of questions was prepared by the researcher, approved by the supervisor of the 
thesis, and four experts (Annex 14) were involved in validating the questions.  
The interview was guided using the following questions (Annex 7 in Arabic):  
a. Could you tell me what you did when you found out that you have cancer and your 
reaction to a cancer diagnosis? 
b. How have you adapted and coped with cancer? 
c. In your opinion, what are the ways to improve healthcare for cancer patients and help 
them better cope with the disease? 
In addition to the above  questions, the interviewer used probes such as ―Tell me more 
about that. . .‖, and ―Please tell me what you mean by saying. . .‖ were used to encourage 
the participants to give more explanation.  
In the quantitative part of the study, a self-administered questionnaire was used to achieve 
the purpose of this study. It includes two sections as follows: 
The first section of the questionnaire contains demographic data (Annex 3) used for the 
purpose of the study and includes the variables; gender, age, employment status, social 
status, education, income, house ownership, residence, caregivers, religion, religiosity, 
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health-care providers support, ownership of the hospital, department of care, cancer site, 
and duration of treatment. 
The second section includes questions related to coping strategies from:  
Brief COPE (Carver, 1997): 
The Brief COPE scale was used in this study to measure the various coping 
strategies used by participants. Brief COPE considers as one of the most frequently used 
scales to assess coping of cancer patients (Hagan et al., 2017).  The Brief COPE (Annex 5) 
is an abbreviated version of the full COPE, which contains 60-items (with some 
redundancy) making up 14 subscales. In order to identify the individuals‘ responding to 
stress, the Brief COPE of the 28-item self-report instrument, in which comprised of 14 
subscales (two items for each scale), is used (Carver, 1997). 
Specific to the cancer illness experience, individuals indicate the degree to which 
they use each coping strategy on a four-point Likert scale, (1 = I haven't been doing this at 
all; 2 = I've been doing this a little bit; 3 = I've been doing this a medium amount; 4 = I've 
been doing this a lot) for each individual item on the  14 subscales of the Brief COPE. The 
subscales represent different strategies including self-distraction, active coping, denial, 
substance use, use of emotional support, use of instrumental support, behavioral 
disengagement, venting, positive reframing, planning, humor, acceptance, religion, and 
self-blame. Those were typically used by individuals to cope in various situations 
(Elsheshtawy et al., 2014). 
 
SpREUK-P 
The SpREUK-P, Spiritual and Religious Attitudes in Dealing with Illness, was also 
used. Two items of the Arabic version of SpREUK-P (Annex 13) for the spiritual factor 
were included in the questionnaire (P11 and P24). The two items related to the extent of 
spiritual coping were: p 29 ―I try to get insight (also into myself)‖. For the second item, the 
question was: p30 ―My thoughts are with those in need‖. For both items, respondents 
indicated whether they have used the spiritual coping strategy on a four-point Likert scale 
as Brief Cope. Finally, for the purpose of this study, 28 items of the brief cope and 2 items 
of SpREUK-P, were used. The addition was done after reviewing findings from previous 
local studies related to coping mechanisms (e.g Terzioğlu & Hammoudeh, 2017; 
Shamallkh, 2014; Hammoudeh et al. 2016; Khleif & Imam, 2013). The studies showed that 
spirituality played a fundamental role in coping with cancer among patients.  
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Pilot Study 
A pilot study was conducted to assess the feasibility of the study and to validate the 
research tools and questions. Additionally, the pilot study was used to test whether the 
questionnaire was comprehensible and appropriate. It also tested to check if the questions 
were well- defined, clearly understood, and presented in a consistent manner in according 
to Palestinian Arabic dialect. Piloting was done before the study among five patients from 
Gaza who were attending Augusta Victoria hospital for treatment.  
A pilot interview was conducted with one cancer patient to check for his understanding of 
the study questions. The data gained from the pilot interviews were not included in the 
final analysis. After the pilot phase, some modifications on the translation were conducted 
such of the statement translation: "I've been using alcohol or other drugs to make myself 
feel better" to "I've been using alcohol or other drugs (sedatives) to make myself feel 
better". 
 
Validity and Reliability of the Questionnaire 
Four Ph.D. experts from the public health and mental health fields were asked to 
verify the content validity of the questionnaire. Three of them were from Al- Quds 
University. One was an expert in research methodology and design, the other was an expert 
in mental and social health, a Ph.D. student with experience in research methodology and 
design for cancer patients and another a specialist doctor in oncology with particular 
experience in research methodology (Annex 14). Their comments and feedback were 
included in both the quantitative questionnaire and the qualitative study guide. The scale 
was translated into Arabic (Annex 4) by an expert and back-translated to English. 
As shown in the table (4.1), the validity was assured by calculating the intraclass 
correlation coefficient of the questionnaire items with the total degree of the instrument of 
the study. The results revealed that a high statistical significance (p<0.0001, 2-tailed), a 
positive correlation appeared (that range from r=0.02 to r=0.52) in all items of scale. In 
addition, the results revealed that no statistical significance (p<0.0001, 2-tailed) in items of  
6, 20, and 24. Therefore, the behavioral disengagement (I've been giving up the attempt 
to cope) item was not significantly correlated with the total degree of the tool (r= 0.127, P 
<0.104), although it was with the acceptance items; (I've been accepting the reality of the 
fact that it has happened) (r = 0.016, P<0.842),  and (I've been learning to live with it) (r 
=0.089, P <0.255) respectively.  
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This nonsignificant correlation could probably be due to the different types of cancer 
among those patients or related to the treatment phase they were in. Or, due to that, we 
have some patients newly diagnosed with cancer and others  (majority 50.9%) diagnosed 
more than six months.  As a result, these groups might experience qualitatively different 
degrees of stress.  
Table (4.1): The intraclass correlation coefficient of the scale items with the total 
degree for the tool.  
 
 
# 
 
Correlation 
 
 
Person 
Correlation 
(r) 
 
P value 
(2-tailed) 
1.  Self-distraction/I've been turning to work or other activities to 
take my mind off things 
0.28 <0.0001 
2.  Active coping/ I've been concentrating my efforts on doing 
something about the situation I'm in 
0.22 <0.005 
3.  Denial/ I've been saying to myself 'this isn't real' 0.38 <0.0001 
4.  Substance use/ I've been using alcohol or other drugs to make 
myself feel better 
0.25 <0.001 
5.  Use of emotional support/ I've been getting emotional 
support from others 
0.35 <0.0001 
6.  Behavioral disengagement/ I've been giving up the attempt to 
cope 
0.13 <0.104 
7.  Active coping/ I've been taking action to try to make the 
situation better 
0.32 <0.0001 
8.  Denial/ I've been refusing to believe that it has happened 0.43 <0.0001 
9.  Venting/ I've been saying things to let my unpleasant feelings 
escape 
0.52 <0.0001 
10.  Use of instrumental support/ I‘ve been getting help and 
advice from other people 
0.39 <0.0001 
11.  Substance use/ I've been using alcohol or other drugs to help 
me get through it 
0.25 <0.001 
12.  Positive reframing/ I've been trying to see it in a different 
light, to make it seem more positive 
0.37 <0.0001 
13.  Self-blame/ I‘ve been criticizing myself 0.32 <0.0001 
14.  Planning/ I've been trying to come up with a strategy about 
what to do 
0.29 <0.0001 
15.  Use of emotional support/ I've been getting comfort and 0.30 <0.0001 
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understanding from someone 
16.  Behavioral disengagement/ I've been giving up the attempt to 
cope 
0.26 <0.001 
17.  Positive reframing/ I've been looking for something good in 
what is happening 
0.33 <0.0001 
18.  Humor/ I've been making jokes about it 0.29 <0.0001 
19.  Self-distraction/ I've been doing something to think about it 
less, such as going to movies, watching TV, reading, 
daydreaming, sleeping, or shopping 
0.37 <0.0001 
20.  Acceptance/ I've been accepting the reality of the fact that it 
has happened 
0.02 <0.842 
21.  Venting/ I've been expressing my negative feelings 0.28 <0.0001 
22.  Religion/ I've been trying to find comfort in my religion or 
spiritual beliefs 
0.29 <0.0001 
23.  Use of instrumental support/ I‘ve been trying to get advice 
or help from other people about what to do 
0.39 <0.0001 
24.  Acceptance/ I've been learning to live with it 0.09 <0.255 
25.  Planning/ I've been thinking hard about what steps to take 0.35 <0.0001 
26.  Self-blame/ I‘ve been blaming myself for things that 
happened 
0.33 <0.0001 
27.  Religion/ I've been praying or meditating 0.20 <0.009 
28.  Humor/ I've been making fun of the situation 0.19 <0.012 
29.  Spiritual coping/ I meditate 0.37 <0.0001 
30.  Spiritual coping/ My thoughts are with those in need 0.29 <0.0001 
 
In the qualitative part, transcripts from qualitative interviews were labeled with the 
participant number and interview number (―1‖ for a first interview or ―2‖ for the second 
interview). The data was repeatedly read from the interviews to identify categories and 
themes by the supervisor and the researcher to conduct the general content analysis. A 
rigorous and systematic reading and coding of the transcript were done by the researcher. 
The researcher and supervisor worked independently in analyzing the data.  
 
Reliability 
As LaMattina (2008) established that the Brief COPE had acceptable internal 
reliability with all alpha coefficients exceeding 0.50 and was most exceeding 0.60. Earlier, 
Carver (1997) had conducted a factor analysis of the Brief COPE and found that it is 
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consistent with the full COPE. Additionally, Cronbach‘s alpha was conducted to examine 
the internal consistency of the questionnaire using SPSS for this study.Cronbach‘s alpha = 
0.65 see table (4.2). This also conforms to the Carver (1997) who stated that Cronbach‘s 
alpha of total scale of 28 items are considered suitable and have high reliability and that all 
of the items in the Brief COPE meet or exceed an alpha value of 0.50. For 30 items, 
Cronbach‘s alpha of 0.65 considered acceptable as Carver (1997) stated that all reliabilities 
meet or exceed 0.50 value regarded as acceptable.  
 
Table (4.2): Internal reliability of questionnaire (Cronbach Alpha test) 
 
 No. of items Cronbach Alpha test 
Overall Reliability 30 0.65 
Positive reframing 2 0.51 
Self-distraction 2 0.45 
Venting 2 0.44 
Use Instrumental Support 2 0.49 
Active Coping 2 0.53 
Denial 2 0.58 
Religion 2 0.68 
Humor 2 0.32 
Behavioral disengagement 2 0.71 
Use of Emotional Support 2 0.76 
Substance Use 2 0.79 
Acceptance 2 0.45 
Planning 2 0.73 
Self-blame 2 0.35 
Spiritual 2 0.33 
 
Table (4.2) shows that some of the coping domains from the Brief COPE scale and 
SpREUK-P questionnaire indicated fair internal consistency. Domains such as positive 
reframing (0.51), self-distraction (0.45), venting (0.44), use of instrumental support (0.49), 
active coping (0.53), humor (0.32), acceptance (0.45), self-blame (0.35), and spiritual 
coping (0.33) showed poor internal consistencies values suggesting a poor agreement  as 
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when compared to religion (0.68), behavioral disengagement (0.71), use of emotional 
support (0.76), substance use (0.79), and planning (0.73) which showed excellent 
agreement. This could probably be due to the different types of cancer among those 
patients or related to the treatment phase they were in, which is consistent with previous 
studies (e.g. Yusoff, Low & Yip, 2010; Carver, 1997). Additionally, Hagan et al. 2017 
assessed the internal consistency of 14 items of Brief COPE scale in which was ranged 
from alphas = 0.223 to alphas =0.814.  
 
 
Data Collection: 
In the qualitative part: qualitative data was collected through in-depth face-to-face 
interviews with 12 AYAs cancer patients who attended one of the two hospitals for 
treatment and control checkups. The researcher interviewed each participant individually 
in a private room where the patient could be comfortable to ensure privacy, confidentiality, 
and absence of distractions for the proper audio recording of the interviews.  In cases 
where the parent accompanied the adolescent, the parent was asked to wait in the waiting 
area to ensure the privacy of the participant during the interview. 
Qualitative data were collected by the researcher between August 2017 and April 
2018. The 12 interviews lasted 15-20 minutes. The interviews were recorded using an 
audio recording device. The qualitative data collected were transcribed and stored on a 
computer locked with a password. Codes were assigned to each study participant to protect 
their privacy and to de-identify the data.  
In quantitative the part: 165 participants completed a self-administered questionnaire 
during their visits to the daycare department or as they stayed as an inpatient in either of 
the hospitals.  The data were collected between August 2017 and April 2018. Each 
participant was asked for willingness to participate and if was enrolled before in the study; 
this assured no repetition or duplication of cases. 
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Data Analysis 
Qualitative Data Analysis 
The qualitative data were analyzed using content analysis. Descriptive analysis of 
demographic data was conducted to generate summary information for each participant 
and describe the groups of participants. 
Themes were categorized in sub-themes to develop meaning through similar 
patterns and commonalities by both the researcher and supervisor. The generated themes 
were distributed in a table containing the main theme, sub-themes, and quotations of  
AYAs participants' answers (Annex 2).  
 
Quantitative Data Analysis 
Data were analyzed using the Statistical Package for Social Sciences (SPSS) 20th version. 
Data were checked for entry errors (clearance of data). Descriptive statistics such as the 
mean, standard deviation, and frequencies were calculated. Moreover, parametric statistics 
test such as ANOVA, T-test, and Pearson‘s correlation were used to test correlations and 
relationships between socio-demographic variables, cancer-related factors, setting-related 
variables, and the domains of the coping scale.   
 
Summary 
This chapter described the methodology adopted by this research to achieve the 
proposed objectives; in which to define the coping strategies of adolescents and young 
adults (AYAs) cancer patients in Palestine. The research design adopted qualitative and 
quantitative approaches. In-depth interviews and a self-administered questionnaire were 
used in the data collection of the study. Qualitative data processing was manually 
performed through content analysis while SPSS was used to analyze quantitative data in 
accordance with scientific standards of research methodology. A scientific expert‘s testing 
the reliability and validity of the study tool. 
However, details of research design, sampling method, and procedure of data collection 
and techniques for data analysis of both quantitative and qualitative part were all presented 
in this chapter. 
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Chapter Five: Results 
 
 
Introduction 
This chapter consists of the results for both; the quantitative and qualitative parts. 
Details about the findings of the demographic characteristics of participants are presented 
for each part. The results of hypothesis testing are demonstrated. On the other hand, the 
results of in-depth interviews are presented.  
 
The results include: 
Part 1. Quantitative Results 
 
Demographic Characteristics  
This section presents the demographic data, the descriptive statistics of coping strategies, 
and the hypothesis testing of the quantitative part.  
The required statistical processing of the data has been carried out by extracting the figures 
and the percentages. The hypotheses of the survey were examined at α ≤ 0.05 
through the statistical analyses and tests; the Pearson correlation coefficient (r.), T-
test, and One-way analysis of variance (ANOVA).   
 
Socio-Demographic Data 
The total number of respondents involved in the quantitative part of this study is 
165 participants (Response rate = 84.18 %). Socio-demographic characteristics for the 
participants of this study are presented in a table (5.1).  
 
The results in the table (5.1) shows that:  
 
With regard to the socio-demographic characteristics of the respondents, the 
findings show that the number of females was more than males; (71.5%) of the participants 
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are females and (28.5%) are males, the mean age of participants was (M=29.73, SD=6.94), 
and 57.6% of the majority of them aged between 30 to 39 years. 
 
Of the total participants, the majority of the participants (50.9%) were living in 
cities. 33.9% of participants are single, and 66.1% are married, of which 93.6% have 
children. The average number of children is 3. The majority (98.8%) of the sample were 
Muslims. 49.7% described that they are moderately religious. The majority of participants, 
46.1% had a university degree, 35.8% of participants had finished their secondary school. 
Moreover, table (5.1) shows that the majority of participants, 66.7% were 
unemployed. According to the household income, the majority of respondents (52.7%) had 
an income of less than 3000 NIS, and 41.5% had income from 3000 to 5000 NIS. The 
Palestinians statistics showed that the average Household Expenditure in the West Bank 
(average household size 5.7 persons) in 2011 of 5398 NIS. The Palestinian statistics 
determined the relative poverty line and the deep poverty line according to consumption 
patterns (for the reference household consisted of the average household Palestinians) in 
the Palestinian Territory individuals of 2293 NIS, 1832 NIS respectively (PCBS, 2017). 
 
The findings showed that (47.3%) were patients in a Beit-Jala governmental 
hospital, and 52.7% were in Augusta Victoria non-governmental hospital. With regard to 
the department of the treatment, 70.3% were in outpatient departments, and  29.7% were 
in-patient departments. 
Table (5.1): Summary of Socio-Demographic Characteristics of Respondents. 
Age (Mean ± SD) 
(mean ± SD)(29.73 ± 6.94 years) 
Age 
 Frequency 
Valid 
Percent 
15-18 years 11 6.7 
19-29 years 59 35.8 
30-39 years 95 57.6 
Total 165 100.0 
Gender 
 Frequency 
Valid 
Percent 
Male 47 28.5 
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Female 118 71.5 
Total 165 100.0 
Religion 
 Frequency 
Valid 
Percent 
Muslim 163 98.8 
Christian 2 1.2 
Total 165 100.0 
Place of residency 
 Frequency 
Valid 
Percent 
Village 70 42.4 
Camp 11 6.7 
City 84 50.9 
Total 165 100.0 
Degree of religiosity 
 Frequency 
Valid 
Percent 
Low 10 6.1 
Moderate 69 41.8 
High 86 52.1 
Total 165 100.0 
Education level 
 Frequency 
Valid 
Percent 
Illiterate 1 0.6 
Primary 4 2.4 
Preparatory 25 15.2 
Secondary 59 35.8 
University 76 46.1 
Total 165 100.0 
Employment status 
 Frequency 
Valid 
Percent 
Unemployed 110 66.7 
Full-time 18 10.9 
Part-time 9 5.5 
On a sick leave 28 17.0 
Total 165 100.0 
Ownership of the hospital 
 
Frequency Valid 
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Table (5.2): Significant results in patients coping strategies domains according to their socio-demographic characteristics (t-test & ANOVA). 
 
 
Coping strategies domains 
Name Categories 
Positive 
reframing 
Venting 
Use of 
instrumental 
support 
Active 
Coping 
Denial Religion Humour 
Behavioral 
disengagement 
Emotional 
social 
support 
Substance 
use 
Acceptance 
Spiritual 
coping 
Mean 
(T/F) | 
P.value 
Mean 
(T/F) | 
P.value 
Mean (T/F) | 
P.value 
Mean 
(T/F) | 
P.value 
Mean 
(T/F) | 
P.value 
Mean 
(T/F) | 
P.value 
Mean 
(T/F) | 
P.value 
Mean (T/F) | 
P.value 
Mean 
(T/F) | 
P.value 
Mean 
(T/F) | 
P.value 
Mean 
(T/F) | 
P.value 
Mean 
(T/F) | 
P.value 
Age 
15-18 years 
(n=11) 
3.3 (3.2) | 
0.042 
2.5 (4.8) 
| 0.009 
          
19-29 years 
(n=59)  
3.5 (3.2) | 
0.042 
2.3 (4.8) 
| 0.009 
          
30-39 years 
(n=95) 
3.3 (3.2) | 
0.042 
2.8 (4.8) 
| 0.009 
          
Gender 
Male (n=47)  
    2.2 (2.2) | 
0.03 
3.6 (-3.1) 
| 0.001 
2 (2.2) | 
0.03 
1.3 (-2.1) | 0.04 3.4 (-3.1) | 
0.001 
  3.1 (-2.9) 
| 0.001 
Female (n=118) 
    1.8 (2.2) | 
0.03 
3.8 (-3.1) 
| 0.001 
1.7 (2.2) 
| 0.03 1.5 (-2.1) | 0.04 
3.8 (-3.1) | 
0.001 
  3.4 (-2.9) 
| 0.001 
Degree of 
religiosity 
Low (n=8)   
2.7 (4.9) | 
0.01  
 2.3 (4.3) | 
0.01 
  3.0 (19.0) 
| 0.001 
    3.3 (6.7) | 
0.001 
 
Moderate (n=69) 
  
 3.4 (4.9) | 
0.01  
 3.1 (4.3) | 
0.01 
  3.7 (19.0) 
| 0.001 
    3.7 (6.7) | 
0.001 
 
High (n=86) 
3.4 (4.9) | 
0.01  
 3.1 (4.3) | 
0.01 
  3.9 (19.0) 
| 0.001 
    3.9 (6.7) | 
0.001 
 
Education 
level 
Illiterate &  
Primary (n=5) 
            
Preparatory 
(n=25)   
3.0 (2.9) | 
0.05 
          3.1 (4.6) 
| 0.01 
Secondary (n=59) 
3.5 (2.9) | 
0.05 
          3.5 (4.6) 
| 0.01 
University (n=76) 
3.4 (2.9) |           3.2 (4.6) 
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  0.05 | 0.01 
Living 
Condition 
Living alone 
(n=10) 
  2.5 (-1.9) | 
0.047 
 
3.1 (-
2.3) | 
0.022 
    2.6 (-4.6) | 
0.001 
 
   
Living with 
family (n=155) 
  3 (-1.9) | 
0.047 
3.58 (-
2.3) | 
0.022 
    3.7 (-4.6) | 
0.001 
 
   
Marital 
status 
Married (n=109)   
     3.8 (2.2) | 
0.028 
      
Single (n=56) 
     3.6 (2.2) | 
0.028 
      
Have 
children 
Yes (n=102)   
3.4 (2.4) | 
0.016 
         3.8 (2.9) | 
0.004 
 
No (n=7) 
2.8 (2.4) | 
0.016 
         3.3 (2.9) | 
0.004 
 
Self-care 
Independent 
(n=81) 
   3.7 (2.2) 
| 0.028 
  1.6 (-2.4) 
| 0.017 
  1.5 (-2.1) | 
0.041 
3.8 (2.3) | 
0.025 
 
Dependent 
(n=84) 
   3.5 (2.2) 
| 0.028 
  1.9 (-2.4) 
| 0.017 
  1.9 (-2.1) | 
0.041 
3.7 (2.3) | 
0.025 
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Table (5.2) indicates that there were significant differences at the level (p≤ 0.05) between the 
mean of venting and positive reframing coping strategies attributed to the age group of the 
participants. The ANOVA test revealed significant results, therefore, a post-hoc test of 
Tukey‘s HSD was used to find out which specific group means are different. The test 
compares all possible pairs of means. The results of the Tukey‘s HSD test revealed that there 
are significant differences in using venting coping strategy between the age group (19-29) 
and (30-39) in favor of late young adulthood age groups (30-39) to use venting coping 
strategy. This indicates that the patients who are in the late young adulthood used venting 
frequently in contrast to those who are in aged (19-29) years. However, Tukey test shows that 
the differences in using positive reframing coping strategy were between the age group (19-
29) and (30-39) in favor of middle age group (19-29) to use positive reframing with cancer. 
This means that the patients who are in the middle age group (19-29) used positive reframing 
frequently in contrast to those who are late young adulthood age groups (30-39).  
Table (5.2) indicates that the T-test shows that there was a significant difference (p≤ 0.05) 
between means of denial, religion, humor, behavioral disengagement, use of emotional 
support, and spiritual coping attributed to the gender of the participants. The differences in 
denial and humor were in favor of the males, this means that males used denial and humor 
more frequently than females to cope with cancer. However, the differences in religion, 
behavioral disengagement, the use of emotional support, and spiritual coping were in 
favor of females. This means that males use denial and humor coping strategies to handle 
stressful experiences with cancer more than female who tend to use more religion, 
behavioral disengagement, use of emotional support, and spiritual coping strategies to 
handle stressful experiences with cancer. 
Table (5.2) indicates that there was a significant difference (p≤ 0.05) between the means of 
instrumental support, religion, acceptance, and positive reframing attributed to the 
degree of religiosity of the participants. The results of the Tukey‘s HSD test revealed that 
there are significant differences in instrumental support were between the degree of 
religiosity of low and moderate in favor of moderate religiosity and between low and high 
in favor high religiosity degree to use instrumental support coping strategy. This indicates 
that the participants with a moderate and high degree of religiosity tend more to utilize 
instrumental support than who are low religious. 
 However, Tukey‘s HSD test shows that the differences in using religion as coping strategy 
were between the low and moderate/low and high/ moderate and high degrees of religiosity 
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in favor of high religiosity to use religion in coping with cancer. This indicates that patients 
with a higher degree of religiosity frequently used religion. Moreover, Tukey‘s HSD test 
shows that the differences in acceptance were between the low and moderate/ low and high 
in favor of a high degree of religiosity to use acceptance as a coping strategy with cancer. 
This indicates that the patients with a higher degree of religiosity tend the more to use 
acceptance as a coping strategy with cancer. In addition, Tukey‘s HSD test shows that the 
differences in positive reframing between the low and moderate in favor of high degree of 
religiosity. This indicates that the patients with a moderate and high degree of religiosity tend 
more to use positive reframing as a coping strategy with cancer.  
 
Table (5.2) indicates that there were significant differences at the level (p≤ 0.05) between the 
mean of spiritual and positive reframing coping strategies attributed to educational levels 
of the participants. The ANOVA test revealed significant results, therefore, a post-hoc test of 
Tukey‘s HSD was used to find out which specific group means are different. The test 
compares all possible pairs of means. The results of the Tukey‘s HSD test revealed that the 
differences in the coping processes of participants with preparatory and secondary level / 
secondary school and university education emerged. The results indicate that the patients 
with secondary level used spiritual and positive reframing coping strategies more 
frequently than other patients with different degrees.  
 
Table (5.2) indicates that the T-test shows that there was a significant difference (p≤ 0.05) 
between those who are living alone and living with their families in use of instrumental 
support, active coping, and use of emotional support coping strategies. The differences in 
the use of instrumental support were in favor of who is living alone. However, the 
differences in active coping and use of emotional support were in favor of who are living 
with family. Those participants who are living alone used instrumental support more than 
those who are living with their families in contrast to those who are living with their 
families who used emotional support and active coping. 
Table (5.2) indicates that the T-test shows that there was a significant difference (p≤ 0.05) 
between the means of religion attributed to the marital status of participants. The differences 
in religion were between married and single in favor of the married patients. Marital status 
was linked with the religion coping strategy used. Those categorized as married used 
religion frequently compared to those categorized as single. 
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The table (5.2) indicates that the T-test shows that there was a significant difference ( p≤ 0.05) 
between the means of acceptance and positive reframing attributed to having children for 
married participants. The differences in acceptance and positive reframing were between 
having children and not having children in favor of the patients who had children. This 
indicates that those participants who are having children used acceptance and positive 
reframing more than those who are not married. 
 
Table (5.2) indicates the T-test shows that there was a significant difference at ( p≤ 0.05) 
between self-care independent patients and those who their families taking care of them in 
the coping domains; active coping, substance use, humor, and acceptance. The differences 
in active coping and acceptance were in favor of the self-care independent patients. This 
indicates that the self-care independent patients tend to use active coping and acceptance as 
coping strategies more than who are those who their family takes care of them. 
 
Table (5.3): Significant results in patients coping strategies domains according to their 
setting-related variables (t-test & ANOVA). 
 
 Coping strategies domains 
Name Categories 
Self-
distraction 
Venting Denial 
Behavioral 
disengagement 
Substance 
use 
Acceptance 
Self-
blame 
Mean 
(T/F) | 
P.value 
Mean 
(T/F) | 
P.value 
Mean 
(T/F) | 
P.value 
Mean (T/F) | 
P.value 
Mean 
(T/F) | 
P.value 
Mean 
(T/F) | 
P.value 
Mean 
(T/F) | 
P.value 
Ownership 
of the 
hospital 
Governmental 
(n=78) 
 2.45 (-
2.2) | 
0.03 
     
Non-
Governmental 
(n=87) 
 2.77 (-
2.2) | 
0.03 
     
Department 
of the 
treatment 
Outpatient 
departments 
(n=116) 
3.3 (2.0) | 
0.05 
  1.4 (-2.6) | 0.01 1.6 (-2.0) | 
0.05 
3.8 (2.5) | 
0.01 
 
In-patient 
departments 
(n=49) 
3.0 (2.0) | 
0.05 
  1.7 (-2.6) | 0.01 1.9 (-2.0) | 
0.05 
3.6 (2.5) | 
0.01 
 
Health-
Care 
Providers 
Support 
Very high 
(n=76) 
 
 3.73(3.2) | 
0.04 
1.36(3.2) | 0.04  3.86 (3.4) | 
0.04 
1.45 
(3.0) | 
0.05 
Average (n=82)  
 3.82 (3.2) 
| 0.04 
1.5  (3.2) | 0.04  3.7  (3.4) | 
0.04 
1.6  
(3.0) | 
0.05 
Very low (n=7)  
 3.57 (3.2) 
| 0.04 
2.07  (3.2) | 
0.04 
 3.4(3.4) | 
0.04 
2.1 (3.0) 
| 0.05 
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Table (5.3) indicates that the T-test shows that there was a significant difference at (p≤ 0.05) 
between the means of venting attributed to ownership of the hospital. The differences in 
venting were in favor of patients who are attending the non-governmental hospital. This 
indicates that the patients who are attending a non-governmental hospital used venting more 
than patients who are attending the governmental hospital. 
 
Table (5.3) indicates that the T-test shows that there was a significant difference at (p≤ 0.05) 
between outpatient and inpatient departments in means of substance use, behavioral 
disengagement, self-distraction, and acceptance. The differences in substance use and 
behavioral disengagement were in favor of the inpatient. This means that the inpatients 
tend to use substance use and behavioral disengagement more than the outpatient to cope 
with cancer. However, the differences in self-distraction and acceptance were in favor of 
outpatient. This means that the outpatients tend to use self-distraction and acceptance 
more than the inpatient to cope with cancer.  
Table (5.3) indicates that there was a significant difference at (p≤ 0.05) between the means of 
denial, behavioral disengagement, acceptance, and spiritual coping attributed to health-
care providers support. The results of the Tukey‘s HSD test revealed that there were 
significant differences in using denial, behavioral disengagement, acceptance, and 
spiritual coping between those who evaluated their satisfaction of professional support as 
"very low", "average", and "very high". The differences were in favor of; average to use 
denial, very low to use behavioral disengagement, very high to use acceptance, and very 
high to use spiritual coping as a coping strategy with cancer. The results indicate that those 
who had an average level of health-care providers support satisfaction used denial more than 
those who had a very low and high level of satisfaction. Those with very low levels of 
information satisfaction used behavioral disengagement more than those with very high and 
average levels of professional support. Those who had a very high level of information 
satisfaction used acceptance and spirituality coping more than those with very low and 
average levels of satisfaction.  
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Table (5.4): Significant results in patients coping strategies domains according to their cancer-
related factors, (ANOVA). 
 
 
 
 
 
 
 
 Coping strategies domains 
Name Categories 
Positive reframing Self-distraction 
Mean (T/F) | P.value Mean (T/F) | P.value 
Site of Cancer 
Colon (n=10) 2.6 (2.5) | 0.006  
Thyroid & Other Endocrine Glands (n=4) 2.8 (2.5) | 0.006  
Lymphoma (n=32) 3.2 (2.5) | 0.006  
Leukaemia (n=20) 3.2 (2.5) | 0.006  
Larynx (n=3) 3.3 (2.5) | 0.006  
Lung (n=18) 3.4 (2.5) | 0.006  
Breast (n=44) 3.5 (2.5) | 0.006  
Sarcoma (n=6) 3.5 (2.5) | 0.006  
Stomach (n=4) 3.6 (2.5) | 0.006  
Brain & Nervous system (n=8) 3.7 (2.5) | 0.006  
Bone (n=5) 3.9 (2.5) | 0.006  
Cervical (n=6) 3.9 (2.5) | 0.006  
Duration of treatment 
Less 3 months (n=43)  2.9 (3.6) | 0.03 
From 3 to 6 months (n=38)  3.3 (3.6) | 0.03 
More 6 months (n=84)  3.3 (3.6) | 0.03 
Type of treatment 
Chemotherapy and Radiation (n=6)  2.58 (1.94) | 0.05 
Radiation therapy (n=4)  2.63 (1.94) | 0.05 
Chemotherapy and Surgical (n=12)  2.75 (1.94) | 0.05 
Surgical therapy (n=7)  2.79 (1.94) | 0.05 
Chemotherapy (n=64)  3.13 (1.94) | 0.05 
Chemotherapy, Radiation and Hormonal therapy (n=21)  3.24 (1.94) | 0.05 
Radiation, Surgical, and Hormonal therapy (n=6)  3.42 (1.94) | 0.05 
Chemotherapy, Radiation, and Surgical (n=27)  3.48 (1.94) | 0.05 
Chemotherapy, Surgical, Radiation and Hormonal therapy 
(n=16) 
 3.53 (1.94) | 0.05 
Radiation and Surgical (n=2)  4.00 (1.94) | 0.05 
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Table (5.4) indicates that there was a significant difference at ( p≤ 0.05) between the mean 
of positive reframing coping strategy attributed to the sites of cancer. Moreover, Tukey‘s 
HSD test revealed that the significant differences in positive reframing  were between the 
different sites of cancer in favor of both cervical and bone followed respectively by brain 
and nervous system, stomach, sarcoma, breast, lung, larynx, leukemia, lymphoma, thyroid 
and other endocrine glands, and colon cancer to use spiritual coping strategy. This means 
that patients with cervical and bone cancer types tend to use positive reframing as 
coping strategy more than other patients who with other cancer types. 
 
Table (5.4) indicates that the ANOVA test shows that there was a significant difference at 
(p≤ 0.05) between self- distraction attributed to the duration of treatment. The results of 
the Tukey‘s HSD test revealed that there are significant differences in self-distraction 
coping strategy were between the less than 3 months and more 6 months in favor of 
more 6 months to use self- distraction to cope with cancer. This indicates that the patients 
who diagnosed with cancer more 6 months used self- distraction more than the patients 
who diagnosed with cancer less than 3 months.  
 
Table (5.4) indicate how the ANOVA test showed that there was a significant difference at 
(p≤ 0.05) between self-distraction attributed to the type of treatment. Moreover, Tukey‘s 
HSD test revealed that there are significant differences in self-distraction between the 
different types of treatment in favor of radiation and surgical therapy. Those patients 
who had radiation and surgical therapy used self-distraction more than those receiving 
other types of cancer treatment. 
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Part 2. Qualitative Results 
Introduction 
This section presents; content analysis of the in-depth interviews. Data saturation was 
reached at the 12 in-depth-interview. 
Demographic Characteristics of Participants 
Participants age ranged from 15 to 38 years old, in which 5 females and 7 males were 
interviewed.  Five participants were married and the other seven were single. The time 
from diagnosis of their cancer ranged from 3 months to 8 years. As shown in the table 
(5.5). 
Table (5.5): Demographic characteristic of participants. 
Patient 
number 
Age Gender 
 
Residence Education 
Level 
Marital 
status 
Number 
of 
children 
Duration 
since 
diagnosis 
Diagnosis 
1.  38 Male Village Secondary 
school 
married 2 8 year Leukemia  
2.  36 Female Camp Secondary 
school 
single _ 2 year Colon Ca 
3.  29 Female Village Secondary 
school 
married 4 7 months Lymph nodes 
Ca 
4.  20 Female City Secondary 
school 
single _ 6 months Hodgkin's 
Lymphoma Ca 
5.  25 Male Camp University Single _ One year Leukemia  
6.  20 Male City University Single _ 4 months Larynx Ca 
7.  28 Male City University married 1 One year Lymph nodes 
Ca 
8.  37 Female City Secondary 
school 
married 5 5 months Lymph nodes 
Ca 
9.  22 Male City Secondary 
school 
Single _ 3 months Hodgkin's 
Lymphoma Ca 
10.  36 Female City University married 3 2 year Chronic 
myeloid 
leukemia  
(CML) 
11.  15 Male City Secondary 
school 
Single _ 8 Months Acute 
lymphocytic 
leukemia 
(ALL) 
12.  17 Male City Secondary 
school 
Single _ 8 Months Leukemia  
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The results of the qualitative part as the following:  
1. The reaction of AYAs toward cancer diagnosis: 
 
Overview of themes 
 
Four emotional inter-related themes emerged related to AYAs cancer patients reaction to the 
cancer diagnosis including; shock,  sadness, fear of treatment,  and anxiety and 
fear.  
 
A 36 years old married female, expressed her feeling of shock regarding cancer diagnosis by 
saying; 
“It is a shock at first, it is normal to feel shocked. I was shocked for a while. Now, I don’t 
understand what is happening. I was living a normal life, and then all of a sudden, I started to live 
this life. Of course, this situation was hard for me” 
 
, sadness: 29 years old, married female with Lymph nodes cancer mentioned what she felt 
after knowing about her cancer diagnosis by saying; 
“I felt low at first. However, I started to cope with it later on, and I started the remedial actions. I 
was hurt inside” 
, fear of treatment: A 20 years old female with lymphoma said;  
“I was really afraid of the first session of the treatment” 
, and feelings of anxiety and fear: A 28 years male with lymphoma) said; 
"When I first heard about it I got very worried, I was very afraid, my fear is that I am a man who 
has a daughter to live for. I was worried and kept thinking about it for around a week ".  
 
2. Coping Strategies Utilized by AYA Cancer Participants:  
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Overview of Coping themes 
  
Data analysis showed that AYAs participants identified seven main themes of coping 
strategies, which helped them to cope with their cancer. Moreover, all the interviewed 
patients indicated that they utilized strategies that fit with the "religious related coping 
mechanisms" theme; faith and acceptance (Qada & Qadar) and reliance on God 
(Tawakkul). Most participants indicated that they utilized strategies that fit with the " social 
support and affiliation" theme; using emotional social support and using and seeking 
information. Also, the majority of participants indicated that they utilized strategies that fit 
with the "acceptance" theme. More specifically, some of the participants indicated that 
they have come to accept their cancer which becomes a common disease, and have a cure. 
And some of the participants indicated that they utilized strategies that fit with the 
"positive reinterpretation and growth" theme. The participants also indicated that they 
utilized strategies that fit with the "self-distraction" theme. In addition, participants 
indicated that they utilized strategies that fit with the "planning", and  "spirituality" 
coping. 
 Religious related coping mechanisms 
Religious related coping mechanisms; faith and acceptance (Qada & Qadar) and reliance 
on God (Tawakkul) are the major coping used by most participants. Most of the 
participants in this study are Muslims; hence, most of them confirmed and referred their 
diagnosis with cancer to Allah‘s will "Qada & Qadar", and reliance on God (Tawakkul) as 
follows: 
1. Faith and Acceptance (Qada & Qadar)  
The acceptance of their disease, accepted according to their religious beliefs, and this 
evidence of a person's faith as they believed. The participants believe that death is all 
people's fate on this earth, therefore; there is no need to be fear of having cancer. Also, 
they believe that anything from Allah is beautiful even if it is a disease. Moreover, their 
belief in "Qada & Qadar" and that death is a right and a fate of every human being is the 
main reason to accept their disease without any fear.  
A 38 years old male patient with Leukemia believed that Allah is one and the human just 
live once. He discussed that the patients suffer from the people's perceptions about their 
disease. Because of their fear and ignorance about the disease, most people connect cancer 
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with certain death, which the people looking to the patient with cancer as his/her life it is 
ended, that this patient begins to live in another world, and they have just a few days to live 
in this life. He discussed that with a proper phrase by saying; 
"Some people, they think if a person suffers from cancer, their life has come to an end.  They think 
that this person lives in another world and that he counts how many days are left for them to live. 
However, I have never thought in such a way. “How many healthy died without a reason, and how 
many weak live forever?" This means that Allah is one and we live once. No one can do anything 
about it". 
Participants also have a great faith in Allah. A 29 years old female with Lymph nodes 
cancer sees having the disease as a test from Allah. This is demonstrated in the following 
part of the interview with her; 
'' I have great faith in Allah. I know that whatever Allah wants will definitely occur, and Allah’s Will 
is related to the absolute best. Praise be to Allah, I was in good spirits, and I was never weak.  
Although I started to get the tiring chemo and radiation therapy sessions, I have never lost my faith 
in Allah that he will cure me one day".  
 
Participants believe that the religion and faith play fundamental roles in patients' 
acceptance of cancer as part of their religiosity. A 20 years old male expressed this by 
saying; 
"When this disease affects someone, the first thing that happens is that this person turns to their religion. 
They become more religious, they pray more and always ask for forgiveness. I wake up at late hours at 
night to pray the prayer of need (Salat al-Hajat), so that Allah may accept my prayers. People say that 
Prayer (Dua) and Praying (Salat) help to avert harm, and that sickness fears reciting Qur’an"  
Some participants think that being diagnosed with cancer does not worry them at all; quite 
the contrary, they are not afraid of it because they believe in destiny and the oneness of 
God and age. Also, the patient said;  
"For me, I am not worried at all. Honestly, there is nothing to be scared of; there is only one God, 
and everyone over a certain period will die. People who come to see me suffering from cancer may 
themselves be knocked by a car, or fall from a building. Death is imminent, only Allah gives life and 
death. Look, there is a cure for every disease. In the end, Allah has the cure, and he will cure me". 
In addition, a 17-year-old male with Leukemia expressed his belief in Allah will by saying; 
"The will of God.. I mean there is nothing we can do… not that I can do anything myself… 
illness is from our God".  
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2. Reliance on God (Tawakkul) 
The patients believe that cancer helps them to return to their religion by increasing their 
performance of Islamic rituals and supplications; praying, reading the Qur‘an, prayer 
(Dua), pray of need (Salat al-Haja), hoping that Allah will answer their calls and cure them 
of the disease. However, the participants followed the Islamic rituals in varied ways 
according to their understanding of faith in a hope to be cured or a source of strength to 
adapt to life with cancer. To elaborate, Islamic rituals are the most important reason to 
decrease the pain of having cancer and are a miraculous way of treatment. Participants also 
believed that the performing Islamic rituals comforts exhausted souls and cures ill people.  
The participants believe that Allah is the one who protects and cures and this issue related 
only to Him. Furthermore, Allah is responsible for both the disease and the cure. 
Therefore, faith plays a fundamental role in the forgotten and acceptance of the disease 
likewise in the decision to complete the journey of treatment and fight for survival. The 
participant relied on Tawakkul that gave the belief that ―Allah gave me this,‖ as well as 
―this illness is from Allah‖ helped participants to follow the treatment requirements. 
The participants believe in the oneness of Allah. Moreover, they believed that every human 
will not die and his/her age is incomplete and lives once because all ages are determined by 
Allah.  However, causes of death may vary but death is the same and it is everyone's end, 
as well as no one, is immortal but Allah. Therefore, this belief plays a critical role in 
accepting the disease and adapting to it.  
According to participants' beliefs, Allah is the only one who can cure the patients of 
cancer. This belief helped them enhance to be more connection with Allah and (Tawakul) 
on Allah that would be able to cure them of their disease. 
In addition, the participants believe that being diagnosed with cancer does not really worth 
to worry about it; quite the contrary, life must go on as if nothing happened. This 
carelessness grows from their faith in Allah who protects them and has the cure. This belief 
can help them go on, resist and deal with the disease challenges effectively. As a result, 
they live a better life full of energy and strength that would help them continue the 
treatment journey. A 28-year-old married male who diagnosed with cancer for one year 
expressed this by saying; 
"I looked at the subject as if it is not worth it, because, eventually, God is the one who protects and 
makes the sick recover. I forgot about it and continued my life normally. For a year, I don’t think of 
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the disease unless when I go to get the therapy sessions. I get them and then go back home as if 
nothing happened, and as if I am not sick. Thank God, life goes on" 
 
A 17-year-old male who diagnosed with Leukemia since 8 months also expressed that by 
saying; 
"Nothing so scary … because the illness is from God and it is natural and it is a time period that 
will pass by I mean!!"  
 
 Social Support and Affiliation  
One of the most effective strategies to deal with the disease and the treatment journey 
challenges is the emotional and instrumental support they received from their families, 
friends, all the people around them, doctors, and medical staff. Families had an effective 
role in overcoming pain and disease diagnosis. This great support has an instrumental role 
in strengthening and encouraging the patients and not feeling inferior or weak because of 
their sickness.  
1. Using Emotional Social Support  
The participants stressed the great supportive role of their families and friends, where they 
have never been left alone. To elaborate, after getting therapy sessions in the hospital, 
friends come to visit the patients at home where they sit together until late hours to look 
after them and relieve their pain.  Thus, their support helps the patients to overwhelm the 
disease pain and treatment challenges as well as helping them to forget their trouble and 
worries because this is great evidence that they will never leave them and will always stand 
beside them. A 20-year-old male with Larynx Cancer expressed that by saying;  
"My friends and family are so supportive. My friends never leave me. They come to visit me at home as 
soon as I leave the hospital. They sit with me, and we stay up till late hours. They make me feel better. 
When I see how caring and supportive they are, I forget all the pain. My family as well, I will never 
forget that they have done to me the best they can do". 
Since disease diagnosis, having all kinds of support from everyone especially from a 
life partner and friends and never leaving the patient alone by encouraging and 
motivating him\her to go on, has with a helpful role in the treatment journey. A 28 
years old married male stated; 
"Most people around me; like my wife and friends have been supporting me since I was diagnosed 
with it. They are around me daily, and they are always encouraging me". 
65 
 
Having a life partner for married couples has an instrumental role in coping and dealing 
with the disease easily. The patients have to accept cancer and live their life without 
being an obstacle by treating them as if they are not sick and never remind them of it, 
or being a burden on them or society. Furthermore, when feeling frustrated or 
exhausted by the illness, patient's partners play a great role to help them get out of the 
pain and sadness by making them laugh and smile. They make life easy for the patients 
by not making them need any psychological help and being themselves their emotional 
support especially when they do not discuss anything about cancer during their 
exchange of conversations. There are various ways to support and help the patients 
psychologically and get them out of the disease mood and not being only sick people. 
First, they should take their medicine on time and continue the treatment journey 
whatever the pain is. Secondly, comfort them that they will return to their normal life, 
to their jobs, hobbies, plans, goals …etc. or other tasks as being heads of the house as 
soon as the treatment ends.  A 28-year-old married male who diagnosed with lymph 
nodes cancer expressed that by saying;  
"Honestly speaking, my wife has stood by me in a wonderful way. She has never made me feel that I 
am really sick, nor weak. If she sees me frowning, she does the impossible to make me smile again. 
She makes everything easier on me. She provides me with everything I need. She does make me feel 
better. All my needs are fulfilled. She has many conversations with me, and never mentions the topic 
of my disease. All she cares about is to make me get rid of the feeling of being sick. She gives me the 
feeling that it is only a course of medicine that I take, and then I get back to my normal life. We want 
to build a house, we want to do this and that" 
The emotional support presented by family, friend, life partners, or even family in-laws has 
many benefits for patients to cope with cancer or even forget it, literally. Patients can reach 
a stage of carelessness, where they do not give the disease or its treatment challenges any 
care or worth; therefore, they live their life normally and happily. This expressed by a 36-
year-old married female, she said; 
 
"I cope with cancer, because of the people around me. They stand by me emotionally and 
psychologically. This is very important. All the people I know, my husband,  family, friends, and 
family in-laws have supported me psychologically in a way that has made me reach the point where 
it doesn’t matter whether I suffer from it or not.  I only remember when the alarm rings to remind 
me of taking my medication. I don’t think about the disease anymore" 
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2. Using and Seeking Information  
One of the most coping strategies that the participants discussed is the "emotional 
support from health care providers; physicians, and nurses". The participants expressed 
that health care professionals play an important role in encouraging and helping them 
to cope well with their cancer. According to that, a 38 years old male expressed that the 
physicians always comfort him by assuring him that cancer like any other disease, and 
has a cure. The emotional/ information support from the oncologist always make the 
patients more comfortable in which help them to cope and live with it normally, so the 
participant said;  
"Physicians always comfort me “they reassure me that cancer, as well as all other diseases, has a 
cure. They told me to take my medicine and live my life normally" 
Patient's cancer treatment results can be highly improved or even they can have a chance to 
recover if they received emotional support from physicians and nurses. This can comfort 
them and give them hope that these sessions will end one day and they will be cured 
eventually. A 36-year-old married female with CML discussed that by saying; 
"I started to have a better feeling when I started to take things easy, and believe that it is only a 
routine that I will eventually get rid of. What gives me hope is that the physicians always comfort me 
that there is a chance to recover and that the medicine is always available which is very good" 
 
In addition, a 36-year-old single female with a secondary school education expressed that 
the family members with a medical background also play an important role in providing 
instrumental support for the patients to deal with cancer by saying; 
 "My sister-in-law, who has just come, and my brother are nurses. They go and come back with me" 
 
 Planning 
With regard to use planning as a coping strategy with cancer, the participants believed to 
look forward to their future and not backward to the past. So, a 20-year-old male with a 
university degree said;  
"With regard to my studies, I would love to fulfill my ambition and finish my undergraduate degree. 
It is true! I am on sick leave now, but I will go back to school and finish my degree, as soon as I 
recover. I am almost done with it, and not many credit hours are left" 
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In addition, some participants believed to complete their studying in school. So, a 15-year-
old male with a secondary school degree said;  
"And studying… you see I enrolled for the next school year .. I am now in the tenth grade" 
 Acceptance 
The participants expressed that they are accepting living their life with the fact that 
cancer has occurred and it is one of many other diseases that has a cure, so they are 
dealing with it normally. To elaborate, they convinced themselves that they are not 
sick, as a result, they dealt with cancer successfully and continued to live a normal life 
like any healthy person. The participants also believed that cancer becomes so 
common, so they accepted it and dealt with it like dealing with the flu. Therefore, they 
adapted and coped with cancer normally.   
1. Acceptance as Cancer has the Cure 
Such an example according to acceptance of cancer as the illness which the participants 
believed that they should live with it without a feeling of stress and negative emotion that 
cancer has the cure and medication to heal in the end.  A 37-year-old married female 
expressed that by saying;  
“It is normal. I don’t even mention it at home. I behave and act just as if I don’t suffer from any 
diseases. I don’t like to even mention it. I don’t have to think about it, because thinking about it, 
will just weaken my immune system” 
2. Acceptance of cancer become a common disease.  
Some participants discussed that the high prevalence of cancer in the region help them to 
accept cancer and not be afraid from being diagnosed with it, So a 20-year-old single male 
who diagnosed with cancer for one year expressed that by saying; 
"I recently dealt with it as if it is a normal disease. If I hear about anyone who was diagnosed with 
it, I don't react, because this disease has become so common, just like the flu. This helps me not to 
think more about it".  
 
 Positive Reinterpretation and Growth 
Most of the participants were optimistic and in the process of rebuilding hope by being 
positive regarding their cancer diagnosis. Making the best of the situation as having 
cancer by growing from it, and viewing it in a more favorable light which all helping 
them to live with cancer without any fear. They believed that the patients should fight 
and beat the disease to live. In addition, they believed that this positive reinterpretation 
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and growth from cancer diagnosis would help them to get rid of the feelings of 
depression and to keep their smiles through the journey of treatment. A 22 old year's 
male with Hodgkin's Lymphoma explained that by saying;    
“Whoever listens to what people say, will suffer and become depressed. I am getting used to it, and I 
have to look forward and not backward" 
 
 Self-Distraction 
The participants began taking action, exerting efforts to attempt to get rid of the stressor of 
having cancer and distract themselves from thinking about cancer such as; working out, 
reading, playing sport, watching TV, hanging with their friends in café, and attending 
wedding parties. Those were among the coping techniques the participants used to avoid 
thinking about their disease. On the other hand, these activities made them regain feel 
better and helped them to cope well with cancer. For example, A 25 single male with 
Leukemia said;  
"As time passed by, I started to cope with the disease, by working out, reading, and carrying out 
projects abroad. With regards to sport, I started climbing before traveling. However, when I went 
abroad, I started to like it more than before. I started to practice climbing more often. Recently, 
whenever I feel low, I go and climb mountains, in order to feel better" 
 
Another example of stating by this patient that explained practicing their patriotic duty 
outside Palestine to forget about their cancer and to distract himself from thinking about 
cancer. He said;   
"I distract myself by carrying out some patriotic activities. You know, some people abroad don’t 
know much about Palestine, so we hold conferences every week, make films, and carry out some 
activities in the streets like dancing traditional dance" 
 
Some participants get rid of their stressor of having cancer by working. To cope with the 
situation, the participants tried to do more activities to distract themselves. An example of 
that as a 28 years old married male said;  
"Sometimes, I distract myself by working, but because of the chemo sessions I undergo, I get fatigued 
quickly. Therefore, I try to distract myself and spend time by going to a café, hanging out with friends, 
praying, reciting Qur’an, and watching TV and among other things" 
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 Spiritual Coping 
Some participants indicated that they used their spiritual beliefs to cope with cancer (e.g., 
staying closer to more harmful cases of patients with cancer), they experienced peace and 
comfort and found that the other patients who suffer from severe conditions, especially 
children and younger patients, that functioned as a remedy for their stressors of having 
cancer. That helped them cope with cancer in different ways and with a high spirituality. 
This is well expressed by a 20-year-old male who has Larynx cancer. He explained how 
much he spirited up and feeling comfortable in coping with cancer: 
"At first, when I came to the hospital to start the treatment, I was feeling low. However, when I came to the 
hospital and saw the other patients who suffer from severe conditions, especially children, I felt 
much better, because compared to them, I suffer from nothing. This helped me and lifted my spirits 
up. I hope my spirits will stay up" 
 
These themes and sub-themes that emerged are described with some important quotations 
in details in the following sections.  Annex (2) illustrates the themes and subthemes, that 
emerged, in addition, it shows the original interviews statements of participants in the 
Arabic and English languages. The final thematic map of Figure (5.5) illustrates the coping 
themes and sub-themes. 
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Figure (5.5): Thematic map of coping main themes. 
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3. AYAs’ needs in coping with cancer  
 
The in-depth interviews illustrated AYAs’ needs in coping with cancer as follows: 
 
Overview of Themes 
Five inter-related themes emerged regarding the AYAs‘ patients coping needs with their 
cancer; medical care availability, health-care communication needs, care center 
system management, psychosocial emotional support, and social perceptions.  
The majority of participants expressed needs for improving quality of services availability 
of medication, diagnostic tests, and access to outpatient medical staff managing 
overcrowded and access to oncology center at the hospital. A 20 years old male said; 
“Everything should be provided for the patients in a hospital as big as this one. Here, they 
don’t have a biological device, and no marrow transplantation is performed” 
A 38-year-old male with leukemia mentioned that they should be competent health care 
team by saying; 
“To provide a competent medical staff. To hire more physicians” 
 
Also, this included the availability of a suitable healthcare environment for their 
treatment such as good hygiene and the capacity for good health services. The majority of 
the participants highlighted the importance of providing a comfortable environment.  For 
example; one 29-years old female with lymph nodes cancer said: 
“It also included a good housing and sanitation” 
 
More specifically, this patient expressed more about the importance of providing a 
suitable healthcare environment needs by saying; 
“There is not enough space here because they provide one room for three or four patients. 
We have visitors all day long, as a result, we can’t move in the room as we want, we can’t 
sleep and we can’t tell them to leave” 
 
 Also, a 36-year-old single female with colon cancer said; 
“The atmosphere should be positive” 
A 36-year-old married female said; 
“The nearest Oncology Center is in Bethlehem. I face a problem of coming all this way 
every month. This puts me under stress a week before the day of the treatment. If they 
establish an Oncology Center in my city, things would be much better” 
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In addition, a 29-year-old married female said; 
“Firstly, when I started to take the chemical treatment, I was feeling fatigued and my 
immune system weakened. I faced the problem of going through a long way to the 
checkpoint because the hospital is not nearby to my village. This was one of the obstacles I 
faced; the long way to the hospital makes me get more tired” 
 
Patient-Physician/Nurses/Health-Care Providers Communication 
Most participants talked about unmet needs and the challenges of communicating 
with their health providers. One 20-years old female shared that she had difficulties in 
asking their doctor questions such as not having the chance to ask them, she said:  
“Here, they are not nice. They never treat us nicely. I pray to recover soon, so as not to be 
forced to come to this hospital again. The doctors are not nice here. For example, I try to 
tell the doctor about something that happened to me, or something that I noticed, he 
doesn’t pay any attention to me. Another doctor did the same, she even hurts us (the 
patients) explicitly. She doesn’t accept us” 
 
Also, the same participant said;  
“They should, at least, treat us in a better way. In general, here, we all should treat each 
other nicely, but unfortunately, we don’t see this. Most of them, shout at us and don’t 
accept us. This happened several times” 
 
Similarly to this example, good communication with staff nurses could help participants‘ 
ability to cope with their illness. A 20-year-old male who diagnosed with Larynx cancer 
since four months described by saying; 
“The nursing staff play a key role. The way they treat the patient helps him or her. The 
nurses treat the patients nicely; they respect them, stand by them, and help them cope with 
the disease” 
 
Care center system management: some of the participants reported their health needs 
involved healthcare management such as better waiting time, time management, 
availability of oncologist's, and organization of flow patients in outpatient clinics. A 38-
year-old male who is with Leukemia said;  
“People don’t wait in line” 
A 25-year-old single male with university degree included a similar management needs by 
saying; 
“Patients can’t keep waiting at the hospital from 8 or 9 am to 2 pm. This is bad and puts 
more pressure on them. This is the worst thing that may affect them” 
73 
 
Psychosocial emotional support: For the majority of participants, family members, the 
health care providers, and the entire environment in which the patients living played a 
significant and important role in providing different types of emotional support. The 
feeling of being supported by their family gave patients the feeling of support and comfort. 
They appreciated the care provided and emotional support from their family members 
during the most difficult times. A 28-year-old married male said; 
“The family environment plays a key role in keeping the patient’s spirits up. The family 
should have the full consciousness of the course of events of the patient’s life. Also, he said; 
"Secondly, you should study the subject of how to raise the awareness of cancer, especially 
among the families of the patients as the most important supporters for them. Thank you” 
 
In addition, a 36-year-old female with CML expressed the role of doctor support said; 
“Most importantly, the medication should be available, and the doctors should encourage 
and support the patients psychologically” 
 
Increase knowledge and changing people perception of cancer by cancer patients' 
friends, families and the people all, stigmatization of having cancer, perceiving it as a fatal 
and serious disease and a forgiveness from God. An example of stigmatization and his 
social perception as a dying person expressed by one a 28-year-old married male saying; 
 “When I knew about my disease I informed my family and asked them to be aware of my 
new situation, not to feel sorry for me, not to treat me as a person who will die soon, to 
fight with me, to joke with me, and to do things as usual in order to help each other accept 
this fact. I want to shout at my son as usual, and my daughter to shout at her sister or 
brother. I want everything to be normal, because my disease is a curable disease, and 70 % 
of its recovery depends on fine spirits” 
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Summary 
The quantitative part main results of this study revealed that the most commonly 
used coping strategies by participants were ―religion‖ and ―acceptance‖ (mean 3.77± 0.5),  
followed by ―use of emotional support‖ (mean 3.65 ± 0.7), ―active coping‖ (mean 3.55 
± 0.6) and ―planning‖ (mean 3.43 ± 0.9). The lowest scores were on ―behavioral 
disengagement‖ (mean 1.46 ± 0.8), ―self-blame‖(mean 1.56 ± 0.8), ―substance use‖ (mean 
1.69 ± 1.0) and ―humor‖ (mean 1.78 ± 0.8). 
This chapter reports the key findings for the qualitative analysis of the interviews, content 
analysis of the in-depth interviews in this study was used. Data saturation was reached at 
the 12 in-depth-interviews. Data analysis of qualitative showed that the interviewed 
patients indicate that they utilized strategies that fit with the; religious related coping 
mechanisms; faith and acceptance (Qada & Qadar) and reliance on God (Tawakkul), social 
support and affiliation; using emotional social support and using and seeking information, 
acceptance; cancer becomes a common disease and have a cure, positive reinterpretation 
and growth, self-distraction, planning, and  spirituality coping. 
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Chapter Six: Discussion and Conclusion 
 
Introduction 
The study examined the coping strategies used by Palestinian AYAs to cope with 
cancer and the factors affecting the use of those strategies. In-depth interviews from the 
qualitative part of the study were included to provide a deeper understanding of the coping 
strategies used by AYAs cancer patients. 
This chapter discusses the main results of the study and an interpretation of the 
findings, and a comparison of this field of study with other studies. 
 
Coping Strategies of Respondent Cancer Patients 
In this study, the most frequently used coping strategy by AYA patients 
respondents was ―religion‖ and ―acceptance‖. Similar results were found in the literature; 
among Egyptian females with breast cancer, the most commonly used coping strategies 
were "religion", and "acceptance" (Elsheshtawy et al., 2014). Shehadeh (2017)  similarly 
found that "religion" was the most frequently used coping strategy among Palestinians 
females with breast cancer. Al Jadili & Thabet (2017) found similar results among cancer 
patients in the Gaza Strip who utilized "affiliation" as the most used coping strategy. 
Trevino et al. (2012) results showed that coping through "acceptance" was the most 
frequently used among women with breast cancer.  
In regards to coping using religion, the qualitative interviews generated a theme on 
religious-related coping  mechanisms including faith and acceptance (Qada & Qadar) and 
reliance on God (Tawakkul) which is an apparent theme in literature studies of (Shamallkh, 
2014; Saarelainen, 2017; Saarelainen, 2016; Hammoudeh et al. 2016; Terzioğlu and 
Hammoudeh, 2017; Al Omari et al. 2016; Frank, 2014; Al-Azri et al. 2013; Doumit et al. 
2010;  Teleghani et al. 2006 ). Earlier studies reported that the best way to get rid of the 
depression and accept cancer diagnosis is by patients faith in Allah, and be patient in order 
to deserve Allah‘s forgiveness (Shamallkh, 2014). Saarelainen (2017) adds that "God and 
faith" became an important part of coping with cancer in AYAs as large numbers of them 
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reaffirmed their doctrine. Young people reported that their strengthened faith alleviated 
their loneliness and fear.  
Moreover, participants discussed that they noticed a high prevalence of cancer as it 
is "becoming a common disease". Interestingly, this perception of cancer appears to make 
AYAs cancer patients more accepting of the illness. This concurs with Terzioğlu & 
Hammoudeh  (2017) findings of women with cancer from occupied Palestinian territory 
and Turkey. 
In the present study, patients believed that cancer helped them return to their 
religion by increasing their performance of Islamic rituals and supplications such as 
praying, reading Qur‘an, supplication (Dua), and prayer of need (Salat al-Haja) in the hope 
that Allah will answer their calls and cure them of the disease. Participants, however, 
 followed Islamic rituals in varied based on their understanding of faith as a hope to be 
cured or a source of strength to adapt to their new life. This indicates that Islamic rituals 
were reported to be the most important reason for decreasing the suffering associated with 
cancer. Participants also believed that performing Islamic rituals comforted exhausted 
souls and cured ill people. Several studies showed that the patients with both acute and 
chronic diseases such as; human immunodeficiency virus/acquired immune deficiency 
syndrome (HIV/AIDS), sickle cell disease, arthritis, acute cystitis, and renal disease most 
frequently used prayer to cope with their illness (Atef et al., 2011). 
Furthermore, this result of the quantitative part as patients used frequently religion and 
acceptance was consistent with the in-depth interviews which showed that the participants 
used religion as a coping strategy with cancer, in which their faith in Allah plays 
fundamental roles in patients' coping with cancer. A 20 years old male expressed that by 
saying; 
"When I was diagnosed with cancer,  I become more religious, I pray more and always ask for 
forgiveness. I wake up at late hours at night to pray the prayer of need (Salat al-Hajat), so that 
Allah may accept my prayers. People say that Prayer (Dua) and Praying (Salat) help to avert harm, 
and that sickness fears to recite Qur’an". 
Also, the in-depth-interviews of the present study showed that participants expressed that 
they are dealing with cancer and living with the fact that cancer has occurred, so they 
adapted well with having cancer as a result of their acceptance. A 36-year-old married 
female diagnosed with cancer for 2 years expressed that by saying; 
"I have adapted and coped with it. It has become a routine in my life"  
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In addition, the second most common frequently used coping strategy by the study 
respondents was the “using of emotional support”.  This result complies with 
(Elsheshtawy et al, (2014); Tuncay (2014); Ahadi et al, 2014;  Shehadeh (2017); Trevino et 
al, 2012) results.  
Additionally, the result of the quantitative part as patients frequently use emotional 
support was consistent with the in-depth interviews which showed that the participants 
expressed that the most effective strategies to cope with cancer and the treatment journey 
challenges is the emotional support they received from their families, friends, all the 
people around them, doctors, and medical staff. This expressed by a 36-year-old married 
female, she said; 
 
"I cope with cancer, because of the people around me. They stand by me emotionally and 
psychologically. This is very important. All the people I know, my husband,  family, friends, and 
family in-laws have supported me psychologically in a way that has made me reach the point where 
it doesn’t matter whether I suffer from it or not.  I only remember when the alarm rings to remind 
me of taking my medication. I don’t think about the disease anymore" 
 
Findings highlighted that emotional support was regarded as particularly important 
for cancer patients as it facilitated coping with stressors and contributed to sustained well-
being (Namkoong et al., 2013).  
 
Although, for the present study, the most frequently used coping strategies by respondents 
after “use of emotional support” were; “active coping”, “planning”, and “positive 
reframing”. The results agree with a study conducted by Trevino et al. (2012) which 
showed that the most frequently used coping strategy was ―proactive coping‖ consisting of 
subscales of Brief Cope such as; active coping, planning, positive reframing, and religion. 
 Consistent with our findings, Min Ah & Jaehee (2017) also showed that the most 
frequently used coping strategy by Korean AYAs cancer survivors was self-distraction 
(97.2%), followed by positive reframing (95.9%) and active coping (95.9%). Nipp et al 
(2016) revealed that emotional support (77.0%), positive reframing (49.1%) active 
coping(48.5%), and acceptance (44.8%), and self-blame were the most frequently used 
coping strategies by patients with incurable cancer. In the current study, the use of these 
coping strategies (e.g. religion, acceptance, use of emotional support, active coping, 
planning, and positive reframing) more frequently may help AYA patients to accept their 
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condition. As a result, the promotion of reframing AYAs with cancer to become more 
positive-minded could be done by using these coping strategies. 
Additionally, the result of the quantitative part as patients utilized frequently planning was 
consistent with the in-depth interviews which showed that the participants believed to look 
forward to their future and not backward to the past. So, a 20-year-old male with a 
university degree said;  
"With regard to my studies, I would love to fulfill my ambition and finish my undergraduate degree. 
It is true! I am on sick leave now, but I will go back to school and finish my degree, as soon as I 
recover. I am almost done with it, and not many credit hours are left" 
In addition, the result of the quantitative part as patients used frequently positive 
reframing was consistent with the in-depth interviews which showed that the participants 
were optimistic in the process of rebuilding hope by being positive regarding their cancer 
diagnosis. Making the best of the situation as having cancer by growing from it, and 
viewing it in a more favorable light which all helping them to live with cancer without any 
fear. A 20 years old male with larynx cancer said; 
"One should resist living. It is true I am still young, but I should fight the disease to beat it".  
Furthermore,  the result of the quantitative part as patients used frequently spirituality 
coping was consistent with the in-depth interviews which showed that the participants 
indicated that they used their spiritual beliefs to cope with cancer. This is well expressed 
by a 20-year-old male who has Larynx cancer. He explained how much he spirited up and 
feeling comfortable in coping with cancer: 
" At first, when I came to the hospital to start the treatment, I was feeling low. However, when I saw 
other patients who suffer from severe conditions, especially children, I felt much better, because 
compared to them, I suffer from nothing. This helped me and lifted my spirits up. I hope my spirits 
will stay up". 
Furthermore, findings in this study revealed that ―behavioral disengagement‖, ―self-
blame‖, ―substance use‖, and ―humor‖ were the least common coping styles used by AYAs 
respondents. Trevino et al (2012) reported similar findings in that negative expression such 
as denial, venting, and self-blame were the most infrequently used coping strategies by 
women with breast cancer. Elsheshtawy et al (2014) also found that the lowest scores were 
on substance use, behavioral disengagement, and self-blame.  Similarly,  Shehadeh (2017)  
revealed that the lowest scores for coping strategies among women with breast cancer were 
venting, denial, self-blame, behavioral disengagement and substance use. Tuncay (2014) 
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revealed the same findings among Turkish women who have ovarian cancer that they 
infrequently used coping strategies were in humor, denial, and substance use. Nipp et al 
(2016) revealed similar to our findings, that behavioral disengagement, self-blame, and 
denial were the least used strategies for coping with cancer. This indicates that cancer 
patients who were less likely to utilize substance use, behavioral disengagement, and 
denial as "avoidant coping strategies" were more able to face their challenges effectively. 
They felt less stressed and burdened experiencing greater psychological well-being (Min 
Ah & Jaehee, 2017). 
The results of quantitative part of present study revealed that ―behavioral disengagement‖ 
(mean 1.46 ± 0.8), ―self-blame‖(mean 1.56 ± 0.8), ―substance use‖ (mean 1.69 ± 1.0), and 
―humor‖ (mean 1.78± 0.83) were endorsed least often as coping responses by respondents. 
This result was consistent with the in-depth interviews which not included those strategies 
as coping with cancer among the participants.  
 
Factors Associated with Coping strategies used by Respondents 
In this study, the key findings from the t-test and ANOVA analysis illustrated statistically 
significant differences in coping strategies in relation to a number of socio-demographic 
variables, cancer related factors, and sitting related factors including gender, age group of 
the participants, degree of religiosity, educational levels, ownership of the hospital, 
departments of care, living condition, marital status, having children for married 
participants, person taking care of the patient, sites of cancer, duration of treatment, 
and health-care providers support.  It could be argued that the main hypothesis of the 
study which stated that "there was a significant difference in coping strategies of AYAs 
cancer patients and socio-demographic variables, cancer-related factor, and setting-related 
variables " is confirmed. Similar results were revealed by Shehadeh (2017) who found that 
a significant relationship between coping strategies and educational levels, marital status, 
and place of residence among women with breast cancer in the West Bank. On the other 
hand, the results of this study are in contrary with the studies of  Nipp et al (2016) who 
revealed no differences between the use of acceptance, active coping, behavioral 
disengagement, emotional support and denial coping strategies and demographic and 
clinical variables. The analysis of this study illustrated no statistically significant 
differences in coping strategies in relation to a number of socio-demographic variables 
such as place of residence, religion, income, and employment status.  
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Associated Socio-Demographic Factors with Coping Strategies 
Age 
In this study, the mean age of participants was 29.7 years (SD=6.9), and 57.6% of them are 
aged between 30 to 39 years of age. The findings of the current study revealed that patients 
who are in the middle age group (19-29) had significantly higher utilization of positive 
reframing.  This was consistent with the studies of Admiraal et al. (2012) who showed that 
higher utilization of positive reframing was common among younger patients compared to 
their counterparts. The participants in Admiraal et al. (2012) study sample were aged 
(21.2–89.0) years of age. Similarly, Nipp et al. (2016) showed that younger patients used 
positive reframing as a coping strategy more often than older patients. The present study 
also revealed that late young adulthood age groups (30-39 years old) patients had 
significantly higher utilization of the venting coping strategy compared to those in the 
middle age group (19-29 years old). Here, the interpretation to use venting more among the 
older group (30 to 39 years old) may be related to the sources of stress after a cancer 
diagnosis among older AYA patients (30 to 39 years old) that may have more health 
problems and social responsibilities (being married, having children, and having a job).   
 The present study findings revealed no significant differences in age in regards to 
humor using. Similarly, Anderson (2014) found that among those aged 25 to 29 years of 
age, there was no significant effect on the frequency with which women with breast cancer 
the use of humor. 
 
Gender 
For the present study, it was found that the number of females (71.5%) was more 
than males (28.5%).  The same distribution of participants was also revealed by Al Jadili & 
Thabet (2017) who had a sample consisting of cancer patients where females (68%) were 
more than males (32%) in the Gaza Strip. Moreover, in a study conducted by Trevino et al. 
(2012) among young adults (ages 20–40 years old) with advanced cancer, females 
represented about  66.0% of the study sample. Women are generally more likely to 
participate than men in a research study  (Curtin et al 2000; Moore & Tarnai, 2002; Singer 
et al 2000). 
In the present study, there was a significant association between the use of "denial", 
"religion",  "humor", "behavioral disengagement", "use of emotional support", and 
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"spiritual coping" as coping strategies and the gender of the respondents. In which, males 
use "denial" and "humor" coping strategies to handle stressful experiences with cancer 
more than females who tend to use more "religion", "behavioral disengagement", "use of 
emotional support", and "spiritual" coping strategies to handle stressful experiences with 
cancer. Baumstarck et al (2017) showed that women used ‗passive coping strategies‘ 
including social support and avoidance more often than ‗positive thinking strategy‘ 
compared to men. Jim et al. (2006) highlighted that the less frequent utilization of denial 
and avoidance coping strategies predicted feelings of harmony and peace among cancer 
patients.   
 
Men could be more stressed than women when diagnosed with cancer in relation to their 
normal lives leading them to use denial and humor. This is indicative of their which 
indicate their avoidance of distress. On another hand, Jim et al. (2006) showed that women 
were more utilizing of "acceptance" and "positive reinterpretation" coping strategies with 
regards to their cancer diagnosis associated with high scores on their life perspective, 
purpose, and goals. Jimet al. (2006) suggested individuals who experience a distressing 
event in a more positive light have the ability to move forward despite their unfortunate 
situation. The authors suggested that those individuals happened to have more purpose and 
happiness in their lives. Terzioğlu & Hammoudeh (2017) highlighted that faith and 
spirituality were important ways women used to draw meaning out of cancer, to understand 
what was happening to them, and accept their fate. According to literature, high levels of 
religious involvement were more common among women compared to men (Mesquita et 
al., 2013). In qualitative in-depth interviews of the current study, there was no difference 
between female and males in adopting cancer diagnosis.  
There are strong popular conceptions of gender differences in emotionality.  For example, 
women are considered to be more emotional than men (Vitulić & Prosen, 2016). 
Consistent with our results, Meléndez et al. (2012) found higher rates of utilization of 
positive reappraisal among women, and men tended to use more self-control than women. 
Vitulić & Prosen (2016) concluded that women also try to influence their physiological 
processes, seek social support in order to regulate emotions more frequently than men.  
Here, both men and women tended to decrease their emotional feelings instead of problem-
solving through the usage of problem-focused coping strategies such as active coping, 
planning, and seeking instrumental social support. The results of the current study with 
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using emotion-focused strategies were consistent with findings of (Endler & Parker 
1990; Matud  2004; Ptacek et al. 1994).  
Men are less inclined than women to express powerless emotions such as fear or sadness.  
Expressing sadness makes one look vulnerable and a man will receive less positive 
feedback if he expresses these emotions (Safdar et al., 2009). Women are more hesitant 
about expressing powerful emotions such as anger and contempt than men (Safdar et al., 
2009). These gender differences in coping strategies were expected due to Eastern societal 
values (patriarchal society) that encourage males not to express their emotions likes 
females and in which females consider more emotional expression of their feeling in 
stressful situations.  
Men use denial as a coping mechanism more significantly than women.  Patient‘s coping 
evolves over time and is changeable. For example, ―denial may be adaptive for some 
patients at certain moments in their disease trajectory to maintain functioning in the face of 
future uncertainty‖ (Hagan et al., 2017). 
 
Religion and Degree of Religiosity 
The majority (98.8%) of the study sample were Muslims and the remaining were 
Christians. According to the Palestinian Central Bureau of Statistics (PCBS) in 2017, there 
were (4,615,683) Muslims, (46,850)  Christians, and (1,384) others in the West Bank. 
 Additionally, 49.7% of respondents were described as moderately religious. There was 
statistical significance between the utilization of "instrumental support", "religion", 
"acceptance", and "positive reframing" coping strategies and the "degree of religiosity" of 
the participants.  The results showed that the higher the degree of religiosity, the more 
participants used "instrumental support", "religion", "acceptance", and "positive reframing" 
as coping strategies with cancer. 
In regards to the presence of the statistical significance between religious affiliation and 
religious coping. Trevino et al. (2012) found that Christians participants coping with 
cancer tend to use religious coping as these participants endorsed higher levels of personal 
religiousness. Trevino et al. (2012) found that, in the context of distress situation like being 
diagnosed with cancer, the participants most frequently accessible to the religion resources. 
Saarelainen (2016) showed young cancer patients aged between 18 and 35 years old, that 
the coping processes were linked to religion, spirituality, and personal worldview. In 
addition, McFarland et al. (2013) who showed that individuals o diagnosed with cancer at 
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younger ages become more religious compared with those diagnosed with cancer at older 
ages. 
The increasing religiosity after a cancer diagnosis, that the cancer patients in 
middle adulthood different in their view meaning compared to older adulthood. The 
perception of cancer as a threatening disease, it is recurrence or progress, could be the 
reason behind the patient's religiosity.  Among those patients, religiosity was more related 
to a sense of godly control or  God‘s will (McFarland et al., 2013). 
Most participants in the study are Muslims. They referred their cancer diagnosis as Allah‘s 
will which is "Qada & Qadar" in Arabic as well as "reliance on God" (Tawakkul) as a tool. 
This indicated that participants believed that religion and faith played fundamental roles in 
accepting cancer. 
 
Employment Status 
The majority of respondents (66.7%) were unemployed. In Palestine, 41.0% of 
unemployment rate was found among individuals who aged from 15-29 years old. In 
addition, the unemployment rate among males was reached (22.5%), and (47.8%) among 
females in 2017 (PCBS, 2018). The fact that 66.7% of respondents were unemployed could 
be related to the fact that most participants were females (71.5%). 
There was no significant relationship between coping strategies and employment status. 
 Drageset (2012) found that unemployment among cancer patients was related to the use of 
―cognitive defense‖. Cognitive defense includes denial, repression, principalization, 
reversal, and comforting cognitions. Drageset (2012) found a negative relationship 
between employment and ―cognitive defense‖. Baumstarck et al. (2017) showed that the 
frequent use of problems solving strategies including active coping and planning was 
associated with employed participants. 
 
Education 
The results of the study show a significant difference between the mean of spiritual 
and positive reframing coping strategies and the educational levels of participants. Results 
indicated that patients with secondary level education used spiritual and positive reframing 
coping strategies more frequently than patients with different degrees. 
Those results were in agreement with the study by  Shehadeh (2017) which found a 
significant relationship between coping strategies and educational levels among women 
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with breast cancer in the West Bank. Drageset (2012) and Baumstarck et al. (2017)  studies 
showed that education was the most important contributor to ―instrumental-oriented 
coping‖. Baumstarck et al. (2017) showed that the frequent use of problems solving 
strategies was associated with individuals of higher educational levels.  
According to Lazarus and Folkman (1984), "problem-focused coping"  was directed at 
reducing or solving the stressor‘s effect if it cannot be escaped. Emotion-focused coping 
was targeted at minimizing the distress associated with the stressors through a positive 
reframing coping strategy (Ahadi et al., 2014).  
As a result, we can conclude that cancer patients with a lower level of coping resources 
along with a lower educational level (secondary school) were in a more difficult situation 
in regards to minimizing the distress of cancer diagnosis because it is beyond their control 
and knowledge, as well as more frequent use of emotion-focused coping strategies such as 
spiritual and positive reframing coping strategies.  This explains why using spiritual and 
positive reframing seemed to be helpful in their attempt to adapt to cancer diagnosis. This 
meant that respondents with lower educational levels tended to minimize the distress of 
having cancer as per their limited information. 
Marital Status, Children, and  Family Support 
In this study, 66.1% of respondents were married, of which 93.6% had children. The 
average number of children was N=3. There was a statistical significance between the 
utilization of religion and the marital status of participants. Those who were married used 
religion more frequently compared to single participants. There was also a statistical 
significance between the means of acceptance and positive reframing attributed to having 
children for married participants. Participants who had children used acceptance and 
positive reframing more often than those who were not married. Baumstarck et al. (2017) 
found that avoidance strategies linked to single. Baumstarck et al. (2017) found that 
avoidance strategies were linked to being single. Here, the findings indicate that being 
married and having children promoted the respondent with cancer to look to their roles as 
mothers or fathers. This response comes from the consequences they have it, which 
reflected the extent to which they tended to follow along with their usual behavior and 
goals.  Reactions such as positive reframing, use of social resources, and acceptance that 
lead to engagement in the behavior of life help reduce distress later on (Carver, 2005). 
Mabena and Moodley (2012) found that women with cervical cancer tending to live will 
with their illness and to their children. So here for the current study, they are more 
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positively able to handle the distressful condition that they are in and to accept the reality 
of their illness. So, they tend to be more flexible in adapting to their cancer to keep their 
normal goals and activities. 
In literature, Admiraal et al. (2012) found that patients appraised particular 
stressors differently. For example, young men reported lower levels of distress compared 
with young women diagnosed with cancer, particularly those had children. Patients who 
were female or had children living at home experienced higher distress levels than their 
counterparts. Several studies showed that newly diagnosed women with breast cancer had 
concerns about their children, especially their younger ones (Taleghani et al. 2008). 
Taleghani et al. (2008) argued along with previous studies that the concerns of the mothers' 
increased when children were all adolescents or adults. As a reason, some women focusing 
mainly on their children needs‘, so they try to maintain their role as good mothers within 
normal family life by suppressing their own concerns about that. Taleghani et al. (2008) 
suggested that mothers attitude may have given them the benefits. Consequently,  the 
"acceptance" and "positive reframing" coping strategies of respondents with children from 
the current study are explained by  Taleghani et al. (2008) argument that patients with 
children try to maintain their role as good mothers/ fathers within normal family life.  
In regards to self-care, 50.9% of patients were having a family member take care of 
them. Findings from the study showed a statistical significance between independent 
patients and those who had their families take care of them in relation to coping domains; 
active coping, substance use, humor, and acceptance.  
The present study revealed that the independent patients used active coping and 
acceptance more than those who had their families takes care of them. Effective coping 
attitudes were on using active planning, acceptance of cognitive restructuring (Karabulutlu, 
2014). Here the dependent patients might be more self-control than independent patients, 
so they tried to actively cope by excreting efforts and acceptance of their illness and 
looking for new solutions cognitively on their own abilities.  
On the other hand, family caregivers are the most important partners in the way of delivery 
complex health care services (Bevans & Sternberg, 2012), and they are the most essential 
physical and emotional care providers. Self-care, transport, communication, shopping, 
movement, cooking, household chores, financing, and organizing appointments for social 
activities, all are performed by the caregivers of families members in helping their patients 
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(Karabulutlu, 2014). The way of coping within the scope of avoidance attitude like drug 
use, which was accepted as an ineffective coping attitude (Karabulutlu, 2014). 
In the current study, using humor and substance as coping strategies were found more 
common among patients who were cared for by others,  especially their parents. This 
suggested that those patients had more physical consequences that they tried to use the 
substance to lessen the side effects such as pain caused by cancer treatment to be more 
unconscious (we add sedatives use for the coping domain of substance use to be more 
acceptable to Palestinians culture). The use of humor may have been due to having the 
parents close to them along the illness.  They may have used humor in an attempt to 
decrease the distress of being care independent of themselves and may as a way to 
decrease the sadness of their parents who took care of them. 
Usage of humor among cancer patients has been shown in studies to have mixed findings. 
However, a positive advantage was pointed in some studies that humor helps in reducing 
cancer- related distress.  Also, it helps in promoting post-traumatic growth.  Humor could 
be pleasant, well natured, and self-affecting.  It also can likewise be severe.  It can improve 
social connections, yet can likewise be utilized to avoid others as much as possible (Segall 
et al., 2010). 
Living Condition 
There was a significant difference between those who lived alone compared to those living 
with their families in terms of the "use of instrumental support", "active coping", and "use 
of emotional support" coping strategies. Results revealed that participants who lived alone 
used instrumental support more than those who lived with their families.  This result 
consistent with  Dunkel-Schetter et al. (1992) study, who found that cancer patients who 
living alone associated more through social support in the coping ways with their illness.  
In contrast,  those who lived with their families used more emotional support and active 
coping. This suggested that patients lived alone were mainly dependant on the instrumental 
support of people who had a background knowledge of cancer or by searching by many 
ways (e.g. asking the health-care providers, using net, books). Moreover, those who lived 
with families were more dependent on emotional support and active coping as they were 
provided by their families. Moreover, the most important physical and emotional care for 
patients provided by their family member (Karabulutlu, 2014). Family partners also have a 
main role in providing an emotional care for their patient; social support, help the patients 
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to make their decisions and helping them in seeking for/obtaining information 
(Karabulutlu, 2014). 
 
Associated Clinical Factors 
Current treatment 
In this study, more than two-thirds (38.8%) of participants were treated with 
Chemotherapy and 16.7% are treated with chemotherapy, radiation and surgical 
procedures.  Khleif and Imam (2013) revealed the same results when they found that 
52.2% of Palestinians cancer patients respondents were treated with chemotherapy. Kaal et 
al. (2017) also revealed that AYAs with cancer were the vast majority treated with 
chemotherapy (86%). 
For the present study, the results revealed a significant difference between those patients 
who had radiation and surgical therapy in using self-distraction coping strategy.  The 
patients who had radiation and surgical therapy tended to use self-distraction more than 
those receiving other types of cancer treatment. Surgery is applied to patients with cancer 
when cancer appears to be localized in one area (Stefani et al., 2017).   
Radiation is also used as complementary to other treatments like surgery for cancer 
treatment. So, here the significance in using self-distraction among those patients may be 
due to the course of treatment that is growing from the side effects of treatment. In case of 
having the surgery treatment that is associated with temporary physical complication and 
with radiation there is a somewhat temporary effect. The patients tried to distract 
themselves by daydreaming, watching television, or using other methods of distraction in 
adapting to this temporary period of having the course of treatment.   
 
Ownership of Hospital 
Among participants, 47.3% were patients in a Beit-Jala Governmental Hospital and 52.7% 
were patients at the Augusta Victoria non-governmental hospital. There was a statistical 
significance between ownership of the hospital and the use of venting as a coping strategy 
with cancer. Patients of the non-governmental hospital used venting more often than 
patients at the governmental hospital. In AVH, Patients Friends Society (PFS) take their 
role in providing palliative care and social support for cancer patients during their 
treatment phase. At government hospitals of Palestine, the care and efforts are geared 
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toward achieving the cure for cancer patients rather than palliative caring among cancer 
with late stages of cancer (Kharroubi & Abu Seir, 2016). This significant difference may 
be due to the role of the private (non-governmental) hospital to support patients who were 
attending this hospital.  The private hospital has mental health professionals and social 
workers that train patients to use venting as well as express their negative emotional 
feelings. As a result, these could encourage the patients of the non-governmental hospital 
to use venting as coping strategy more than patients at the governmental hospital.    
 
Department 
In regards to the department of the treatment, 70.3% were in outpatient departments 
and 29.7% were in-patient departments. There was statistical significance between the type 
of department and the use of coping strategies such as substance use, behavioral 
disengagement, self-distraction, and acceptance. In-patients used the substance and 
behavioral disengagement more than outpatients in coping with cancer. Additionally, 
outpatients used self-distraction and acceptance more than in-patients. 
Inpatients in hospitals need medical monitoring. They also suffer from pain which 
forces them to use sedatives as we added to the domain of substance use to be more 
acceptable to Palestinians culture and context. As a result, this is to consider why they tend 
to use behavioral disengagement in the forms of giving up or withdrawing in attempting to 
avoid their stressors.  
This suggested that outpatients had a greater advantage as their improved health 
status outside the hospital has allowed them not to make drastic life changes. They were 
also able to use self-distraction since they only had to see other cancer patients during their 
doctor visits and treatment sessions. This is why they successfully able to focus on other 
things compared to patients from other departments. 
Duration of treatment 
Results of the present study revealed that 50.9% of participants were treated for 
more than six months. Those results complied with Khleif and Imam‘s (2013) findings 
which showed that 62.4% of cancer patients were treated for longer than six months. 
Results also showed a  statistical significance between the duration of treatment and the 
self- distraction coping strategy. It indicated that patients who were diagnosed with cancer 
for three to six months or more used self-distraction more than patients who were 
diagnosed with cancer for less than three months. The different usage of coping strategies 
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and skills are possibly more useful during different disease and treatment phases. An 
example is seeking information and use of spirituality as possibly being the most factors 
useful during the first diagnosis. On the other hand, using stoicism, acceptance, and 
religion may be considered useful at the terminal stage of the disease (Segall et al., 2010). 
This suggested that patients diagnosed with cancer for longer periods tried to 
escape from thinking about cancer and avoided the stressful feeling. This is why they are 
more likely to use self-distraction as a coping strategy. This highlights the need for more 
attention to newly diagnosed patients for health-care providers and policy makers.   
Type of Cancer 
More than a quarter of the respondents had breast cancer, followed by lymphoma, 
leukemia, and lung cancer. There was a statistical significance between the different sites 
of cancer and the positive reframing coping strategy. Patients with cervical and bone 
cancers used positive reframing more than other patients.  
These findings are consistent with  Anderson‘s (2014) study which showed that the type of 
cancer did not significantly affect the frequency with which patients used humor in their 
posts. In the current study, there was no significance in usage of humor among patients 
according to their cancer type. Not surprisingly, a similar finding of the current study 
found with other studies of (Hollie, 2012; Hodgkinson et al. 2008; Akyuz et al. 2008; 
Clemmens et al. 2002) found that patients with cervical cancer had perceived frequently 
more positive outlook on life, in which they treasured life more.  Among women survivors 
with cervical cancer, Zeng et al. (2011) found that the meaning of their illness had a variety 
of deduction.  From the cancer experience, some women had perceived positive gains. 
There were positive changes in points of view about their lives.  For example, they viewed 
cancer as a rebirth, they appreciated their relationships with others more, and their 
relationships with families were more harmonious.   
Cervical cancer is curable (Hollie, 2012). Here in the present study, the significance of 
using positive reframing among patients who have cervical and bone cancer might be 
related to the ability to remove the tumor from the cervical wall or cervix itself among 
women who had cervical cancer.  Removing the tumor made them feel more positive that 
they will be healthy and cured in the future. For patients with bone cancer, it might be that 
they used positive reframing as they believed that their tumor was not localized among 
tissue or organ. So, they positively adapted that they not in a dangerous situation and that 
they will be cured.  
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Health-Care Providers Support 
The majority of participants (49.7%) felt that they were getting moderate 
information and 46.1% believed that they were getting very high levels of support needed 
from their medical care providers. Only 4.2% thought that the information was not enough. 
Furthermore, an important component of social support was professional 
information and  advice. In which that appeared to be partly motivated partly by distrusting 
one‘s memory and a fear of negative imaginings in the stressful situation and partly by a 
distrust of information from non-professional sources.  
Results indicated that patients without full information and advice on their illness 
from their healthcare providers especially "physicians " were more likely to use denial, 
behavioral disengagement, and self-blame as coping strategies. Such coping strategies 
were related to emotional focused coping which indicated that patients reduced their 
stressful event without solving the problem. Furthermore, professional information was 
considered an important component of social support.  
An explanation for the use of acceptance among who had professional support was 
that many cancer patients received information that the disease will probably not be the 
cause of death and have the cure. Patients may perceive their condition as chronic rather 
than life-threatening making their acceptance of it more likely than those who had slight or 
moderate professional support.   
Findings may, therefore, fit well with the view which regards social support as a 
source that promotes coping. The relationship may also be reversed. For example,  people 
who are good instrumental copers may be good at attracting, building, and maintaining 
social networks due to their coping abilities. They may be more engaged in social life 
(Drageset, 2012). 
 
Important Themes from the Qualitative Part of the Study 
1. Participants Emotional Reaction to Cancer Diagnosis 
Previous studies showed that in a confrontation with the initial signs of chronic illness, 
patients responded with strong emotional reactions such as depression, anxiety, and 
anger (Zeidner & Endler, 1996). In the current study, participants expressed that being 
informed of the cancer diagnosis was not easy to them causing many feelings. They 
reported it as a particularly stressful experience. Yet, the most common responses to 
91 
 
cancer diagnosis were increased feelings of shock and upset, sadness, devastation, fear 
of treatment, and feelings of anxiety and fear. Interestingly, these findings were 
consistent with Shamallkha‘s (2014) findings that demonstrated that participants 
started a denial and depression period as they received the news of having cancer. 
Shamallkh (2014) established that the best way to get rid of the depression and accept 
the new condition was by having faith in Allah. They tried to be patient as they 
believed that they would win Allah's forgiveness. Consistent with these findings are 
Ander et al. (2018) conclusions on how adolescent cancer survivors reacted to their 
diagnosis. Feelings of shock, unfairness, confusion, fear, and anxiety were reported. 
These findings were similar to a study by Hammoudeh, et al. (2016) which showed that 
Palestinian women discussed feelings of shock upon receiving their diagnosis of breast 
cancer.  
According to Lazarus-Folkman stress-coping model (1984), when a person is 
confronted with a stressor, two kinds of evaluation and appraisal processes were found 
in the evaluation that stressor. First,  primary appraisal happened when evaluating 
potential threats or harms.  Secondary appraisal happened when the person was able to 
alter the situation and manage negative emotional reactions. The coping effort itself 
was aimed at problem management and emotional regulation generating the outcome 
of the coping process (e.g. psychological well-being, functional status, and adherence). 
As a result, patients emotional reaction and feelings were considered somewhat 
normal. All the interviewers discussed that they coped and accepted the disease after 
their initial feeling of having cancer. 
 
2. AYAs’ Needs in Coping with Cancer 
The qualitative part of the study with AYAs undergoing cancer treatment suggested 
potential key coping needs in this population. This was obvious in issues concerning 
medication availability, patient-physician, nurses, healthcare providers communication, 
care center system management, psychosocial emotional support, and social perceptions. 
Many of these missing services were reported to impact their health. This is consistent with 
the findings of  Lam et al. (2013), in which the coping needs of adolescents undergoing 
cancer treatment were "social perceptions" and "health-related communication" needs. 
Lamet al. (2013) suggested that the coping needs of those patients impacted their attitudes 
and behaviors. 
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In any clinical setting, the patient-physician relationship was important, especially 
among oncology patients. This was because such patients had a dramatic impact on their 
lives caused by the cancer diagnosis in addition to a long journey of treatment. This 
  forced long-lasting relations between patients and their physicians (Ferrari et al., 2015)  
In regards to psychosocial emotional support needs discussed by AYAs, 
participants expressed the importance of having emotional support from their families and 
healthcare providers especially "physicians". In their opinion, it would improve their well-
being. Namkoong et al. (2013) findings highlighted that providing emotional support was 
critical to social support which facilitated adapting with the stressor and improved overall 
well-being.  This seemed to reduce feelings of distress.  
In the Palestinian society, the family represents an important social organization 
system. In which the Palestinians families are highly supportive of their members. The 
sources of supports bring from all; their extended families, friends, and their neighbors. 
The patients, however, have a good family structure that offers a comfortable 
psychological support and in which affected their healing process (Kharroubi & Abu Seir, 
2016). 
In in-depth interviews, some participants discussed that they did not prefer too 
much social support.They  preferred to continue as if ―life were normal‖ as when they were 
independent and healthy. Too much social support influenced their emotions as they felt 
the stigma of being weak.   They believed that they still had the ability to handle their own 
matters, self-care, and use their personal sources to be strong.  Patients‘ input was in 
agreement with the studies by Drageset (2012) who showed that patients attitude might 
have been affected by their perception of their own personal resources and adaptation 
abilities. Palestinian families generally look to cancer as different from other illnesses with 
a feeling of fear. So, cancer for the majority of people is called "that disease‖ not "cancer" 
as if people afraid to say "cancer". Also, cancer patients are known to be a stigma 
according to having it and that affects their psychological well-being and causes stress.    
Therefore, there is a need to have additional care for patients with cancer from their 
families and the community, in which this suggestion confirms  Kharroubi & Abu Seir 
(2016) .  
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Limitations 
The following are the difficulties and limitations that faced by the  researcher: 
● Time limitation, especially due to Israeli siege around Jerusalem and limitation of 
movement due to the separation wall. The researcher is from the West Bank, meaning 
that she had to have a permit in order to pass through Israeli checkpoints from Augusta 
Victoria Hospital. This helped her in collecting data from the Augusta Victoria 
Hospital in Jerusalem.  
● There was a scarcity of literature and research studies on AYAs with cancer in 
Palestine and unavailability of a special cancer registry for (especially patients who 
ages 15 to 39 years old). So, the researcher depended on cancer statistics found in the 
Ministry of Health‘s Annual Health Report of 2015 in the Occupied Palestinian 
Territory.    
 
 
Conclusion and Implications 
The use of quantitative and qualitative approaches have provided complementary 
knowledge and a better understanding of the coping strategies utilized by Palestinian 
AYAs cancer patients. The findings highlighted the importance of understanding coping 
strategies utilized by AYAs patients after their cancer diagnosis.  One of the greatest 
challenges facing the (families/ friends/ colleagues/ healthcare providers) when dealing 
with adolescent and young adult (AYAs) cancer patients lied in finding the balance 
between their coping needs and the right to understand their illness and treatment. There 
was also a need to keep them positive, powerful, and have the self-control of their identity. 
The study successfully identified the varied, unique, and the special ways of coping 
among Palestinian AYAs patients after their cancer diagnosis, which could enable patients' 
families, healthcare providers, and policy makers to better support them. Also, the 
ultimately improve their psychological/emotional health wellbeing, adaptation process, 
social, spiritual, cognitive status, and the quality of their care in relation to the unique 
Palestinian society.  
The results of this study highlighted that AYAs Patients of the current study were 
seeking and using emotional social support, that confirms the role of families‘ emotional 
and instrumental support in helping AYA patients in their adaptation to cancer. 
Additionally, the results of this study highlighted that not only should the families of 
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patients support and understand their patients coping strategies and needs, but health-care 
providers must also be prepared to better understand and support patients during the 
stressful journey of treatment and living with cancer. Health professionals must also 
recognize that the adolescent and young person is an individual and assess their needs. All 
patients should be seen as a vital segment of the age-specific group (young) first, not just a 
cancer patient.  
One of the main advantages of understanding the coping strategies among this 
population is for health education, health promotion, support groups in families, and 
organizational health. Yet, knowledge about which stressors AYAs cancer patients 
perceive as challenging is important to develop appropriate psychological interventions for 
Palestinian AYAs cancer patients. This includes identifying whether coping strategies are 
best understood using stress-related, anxiety, and/or quality of life frameworks. The 
importance of giving AYAs cancer patients proper information proportional to their age 
and maturity was highlighted by "The International Society of Pediatric Oncology (SIOP) 
guidelines" (Ferrari et al., 2015). 
The findings of this study highlighted that participants who lived alone used 
instrumental support more than those who lived with their families.  In contrast,  those who 
lived with their families used more emotional support and active coping. This suggested 
that patients lived alone were mainly dependant on the instrumental support of people who 
had a background knowledge of cancer. Those who lived with families were more 
dependent on emotional support and active coping as they were provided by the families. 
The results of this study highlighted that patients without full information and 
advice on their illness from their healthcare providers especially "physicians " were more 
likely to use denial, behavioral disengagement, and self-blame as coping strategies. Such 
coping strategies were related to emotional focused coping which indicated that patients 
reduced their stressful event without solving the problem. Furthermore, professional 
information was considered an important component of social support.  
The results of the qualitative part of the current study highlighted that nurses and 
doctors with professional knowledge and clinical experience as well as relational qualities 
such as care and comfort were important sources of support for participants. The emotional 
and informational support from oncologists always made the patients more comfortable 
and helped them better cope with cancer. 
The results study highlighted that patients diagnosed with cancer for longer periods 
tried to escape from thinking about cancer and avoided the stressful feeling. This is why 
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they are more likely to use self-distraction as a coping strategy. This highlights the need for 
more attention to newly diagnosed patients for health-care providers and policy makers.  
Moreover, in Palestine, it is essential to develop effective strategies and programs 
for AYAs individuals to improve their adaptation. This could help enhance their 
psychological, social, and physical well-being.  
  
Recommendations 
The results of this study underlined the important responsibilities of healthcare 
policy makers, professionals, families, and researchers. Recommendations are intended to 
promote the ability of AYAs to cope with cancer as follows: 
 
For Policy Makers: 
1. Highlight the need for establishing new services such as for cancer patients with 
adaptation problems in the oncology departments of Palestinian Hospitals. 
2. Consider counseling service for the AYAs population a priority which must establish 
inside oncology departments at the most hospital providing oncology services for this 
age group. 
3.  Training programs should be provided to mental health professionals, physicians, and 
other healthcare providers on issues related to the development of coping strategies of 
AYAs cancer patients. 
4. Improve the registry program for cancer patients, especially for those in the  15-39 
years old and consider creating a special registry for them to improve data availability 
and accuracy.  
5. Ensure the availability of a suitable healthy physiological and emotional environment 
and medication availability for all oncology departments such as drugs as well as. 
 
For the Healthcare Providers 
1. To provide psychological support for inpatients and outpatients during their visit to the 
hospital.  
2. Promote home visit programs to the adolescent and young adult patients with cancer 
and to provide support and guidance in the adaptation process. 
3. Provide educational and training programs for AYAs cancer patients on how to deal 
with the stress associated with cancer.  
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4.  Provide educational and training programs for AYAs cancer patients families, friends, 
and colleagues on dealing with this sensitive age group and improving their power and 
control.     
5. Ensure better time management in the oncology outpatients clinics and day-care in the 
radiation and chemotherapy departments of the hospitals.  
6. Encourage group involvement consisting of adolescent and young adult cancer patients 
who have long-term experience with cancer to share their experiences with coping. 
Patients who have a long-term experience with cancer and who have been cured can be 
involved in supporting newly diagnosed AYAs in reducing stress and improving 
psychological well-being.  
7. Highlight the importance of both "emotional and instrumental" social support and 
education as well as making family members, friends, and colleagues aware of the best 
ways to provide it and avoid the negative social perceptions associated with this age 
group of patients. 
8. Health-care providers, especially physicians, should consider supporting AYAs during 
challenging times by providing more information about their situation. 
9. Health-care providers should encourage AYAs to use coping mechanisms to get 
through the stressful periods such as religion, planning, and active coping.  
10. Have effective comprehensive educational programs for healthcare providers, parents, 
and friends of AYAs cancer patients to detect early indicators of avoidant coping 
strategies associated with cancer. 
11. Open discussion should be implemented by encouraging AYAs patients and their 
families, as well, to discuss AYAs reactions to the diagnosis and treatment, their 
concerns, and their dreams and hopes for their future. The Palestinians family‘s cultural 
norms and traditions must be undertaken consistent with that.  
 
Further Research 
1. Additional research is needed to determine whether the most frequently used coping 
strategies by AYAs are a healthy adaptive from cancer or maladaptive avoidance, 
which could lead to problematic outcomes such as treatment non-compliance or 
psychosocial problems. 
2. Additional research is needed to detect early indicators of avoidant coping strategies 
associated with cancer among the 15-39 years old.  
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3. Religion functioned as part of the coping process for AYAs meaning that further 
research on positive and negative religious coping is a need in Palestinian culture.  
4. Further research is needed in understanding the social perceptions associated with this 
disease to better understand its nature and how it can be best addressed within the 
Palestinian cultural context.  
5. Future interdisciplinary research is needed for interventions aimed at specific age-
groups. This is especially for adolescents and young adult. Interventions must be aimed 
at promoting positive adaptation and growth and or alleviating distress and psychiatric 
symptoms among AYAs cancer patients. 
6. Randomized intervention studies with larger samples that focus on psychosocial 
outcomes are also necessary to assure more reliable results. 
7. Future research is needed for AYAs aged 15 to 39 years diagnosed with cancer to 
investigate the most common cancer types among this age-specific group in Palestine.  
8. Further studies in the  field of coping strategies are needed  to identify whether coping 
strategies of AYAs cancer patients are best understood using stress-related, anxiety, 
and/or quality of life frameworks 
 
Summary 
The findings from this study on coping strategies used among a  sensitive population such 
as Palestinians AYAs. Results are important to health policymakers, healthcare providers, 
and families of patients in Palestine. Yet, knowledge about which stressors AYAs cancer 
patients perceive as challenging is important to develop appropriate psychological 
interventions for Palestinian AYAs cancer patients. 
The results of this study highlight that the families of AYAs patients should support 
and understand their coping strategies and needs. This is in addition to the important role 
of healthcare providers who should support patients during future times of stress along the 
journey of treatment and live with cancer. 
 The results of the qualitative part of the current study highlighted that nurses and 
doctors with professional knowledge and clinical experience as well as relational qualities 
such as care and comfort were important sources of support for participants. The emotional 
and informational support from oncologists always made the patients more comfortable 
and helped them better cope with cancer. 
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Annex (1) 
Descriptive statistics for 15 domain and related items of coping strategies.  
 
Coping domains Utilized by Cancer participants 
Results from the table (Annex1) show that patients have been ―accepting the reality of the 
fact that it has happened‖, and ―trying to find comfort in my religion or spiritual beliefs‖ 
have received the highest rating with a mean value of 3.79, followed by ―praying and 
mediating‖, and ―learning to live with it‖ with a mean value of 3.75 and 3.74respectively. 
Other items include, ―My thoughts are with those in need‖ (mean 3.72), and ―I've been 
getting comfort and understanding from someone‖ (mean 3.67). 
 On the other hand, ―Self-blame/ I‘ve been blaming myself for things that happened‖, and 
―making fun of the situation‖ have received the lowest rating of 1.34 and 1.39 respectively. 
Then, ―giving up the attempt to cope‖, and ―using alcohol or other drugs to make myself 
feel better‖.  
As shown in Table (Annex 1),the results revealed that no differences in mean scores 
between items in all domain of coping strategies except in some domains such as; ―use of 
instrumental support‖, was the participants had been getting help and advice from other 
people with a mean of 2.32, and ―I‘ve been trying to get advice or help from other people 
about what to do‖(mean 2.77). Also, through the ―denial‖ domain; the participants said to 
themselves this was not real (mean 2.05), and they refused to believe that it had happened 
(mean1.78). The differences also appeared among ―spiritual Coping‖, ―My thoughts are 
with those in need‖ (mean 3.72), and ―I try to get insight (also into myself)‖(mean 2.94). 
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Table (Annex 1): Descriptive statistics for 15 domain and related items of coping 
strategies. 
 
NO Coping domain Quotation Mean SD 
1.  Self-distraction  
 
3.2 0.9 
  I've been turning to work or other activities to 
take my mind off things 
 
3.15 1.10 
  I've been doing something to think about it less, 
such as going to movies, watching TV, reading, 
daydreaming, sleeping, or shopping  
3.23 1.10 
 
2.  Venting                       
 
2.6 0.9 
  I've been saying things to let my unpleasant 
feelings escape 
2.77 1.19 
  I've been expressing my negative feelings 2.47 1.17 
 
3.  Use of instrumental support 3.0 0.9 
  I‘ve been getting help and advice from other 
people 
3.32 0.98 
  I‘ve been trying to get advice or help from other 
people about what to do 
2.77 1.21 
 
4.  Active coping           3.6 0.6 
  I've been concentrating my efforts on doing 
something about the situation I'm in 
3.52 0.84 
  I've been taking action to try to make the situation 
better 
3.58 0.72 
 
5.  Denial                         
 
1.9 1.01 
  I've been saying to myself ―this isn't real‖ 2.05 1.20 
  I've been refusing to believe that it has happened 1.78 1.09 
 
6.  Religion                     (22,27) 
 
3.77 0.5 
  I've been trying to find comfort in my religion or 
spiritual beliefs 
 
3.79 0.52 
  I've been praying or meditating 3.75 0.61 
 
7.  Humor                        1.8 0.8 
  I've been making jokes about it 
 
2.16 1.26 
  I've been making fun of the situation 1.39 0.88 
 
8.  Behavioural disengagement  
 
1.5 0.8 
  I've been giving up trying to deal with it 1.41 0.78 
  I've been giving up the attempt to cope 1.52 0.95 
 
 
 
113 
 
 
 
 
 
 
9.  Use of emotional social support 
 
3.7 0.7 
  I've been getting emotional support from others 3.64 0.78 
  I've been getting comfort and understanding from 
someone 
3.67 0.73 
 
10.  Substance use 1.7 1.0 
  I've been using alcohol or other drugs to make 
myself feel better 
1.74 1.09 
  I've been using alcohol or other drugs to help me 
get through it 
1.64 1.07 
 
11.  Acceptance 
 
3.77 0.5 
  I've been accepting the reality of the fact that it 
has happened 
3.79 0.61 
  I've been learning to live with it 3.74 0.63 
 
12.  Planning 3.4 0.9 
  I've been trying to come up with a strategy about 
what to do 
3.39 1.01 
  I've been thinking hard about what steps to take 3.46 0.90 
 
13.  Self-blame 
 
1.6 0.8 
  I‘ve been criticizing myself 
 
1.78 1.10 
  I‘ve been blaming myself for things that 
happened 
1.34 0.84 
 
14.  Spiritual Coping         
 
1.6 0.8 
  I try to get insight (also into myself) 2.94 1.10 
  My thoughts are with those in need 3.72 0.63 
     
15.  Positive reframing      3.4 0.8 
  I've been trying to see it in a different light, to 
make it seem more positive 
 
3.28 0.94 
  I've been looking for something good in what is 
happening 
3.42 0.90 
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Annex (2): Thematic Analysis Table 
Original Arabic Statement Quotations Subthemes Themes Categories 
 
ػ2 : دأعبفر ٌث ،خعبؽ لاٚ ّٟ لاٚ ذٍّػ بِ "." 
 
 
ػ6 :"!!ْبّو خ٠ٛل خِلصٚ ضوٌّا فوؼ٠ لؽاٌٛا بِ يٚا خِلص ٛٔا ؼص ". 
 
 
 
ػ10 : دلؼلٚ خِٚلصِ ْٛوا ٟؼ١جغ ْٟف ٟٕؼ٠ يٚلابث خِلص ْٛىر ب٘لث ٟ٘ "
 ه١٘ ِ١ٌ ...ٌٟا ّٛ خّ٘بف ِِٚ ٌٟٛؽ و١صث ٌٟا ّٛ خّ٘بف ِِ لا٘ ، خٍ٠ٛغ حوزف
حلؽٚ حوِ  بؼجغ غظٌٛا اكبٙف ، ّٟا هؼِ و١ص٠ وفلابثٚ خ١ؼ١جغ ٟٔٛىر حبغف ع ٚ
"ّٞٛ تؼص ْبو ٟٕؼ٠. 
 
 
 
 
ػ12 : ٟؼِ ٛٔا ِ١ٌٌٛبل بِ ٟٕؼ٠ حوزف يٚا ٌث ب١ّ١وٌٛ ٟؼِ ْٛى٠ ٛٔا ذؼلٛر بِ"
 بِ لؼثٚ َلٌبث ًوبِْٚ ةبٙزٌٍا هؼِ ٌٌٟٛبل ٟٕؼ٠ طلاؼٌا دلفا بِ لؼثٚ ب١ّ١وٌٛ
بغوٍ ٚٛٔا دبػوغٌا لفا دوص ... ه١٘ٚ ْ." 
 
C2: "I didn‘t do anything…. I was in shock".  
 
"C6: It‘s true, it was a shock for me at first, 
when I knew I suffer from this disease…. It 
was a big shock actually"!!.  
 
 
C10: "It is a shock at first, it is normal to feel 
shocked. I was shocked for a while. Now, I 
don‘t understand what is happening. I was 
living a normal life, and then all of a sudden, 
I started to live this life. Of course, this 
situation was hard for me".  
 
 
C12: "I didn‘t expect to have Leukemia, but, 
in the beginning, they didn‘t tell me that I 
had it and after I took the treatment they told 
me that I have infections and blood problems, 
and after I started to take doses, that is in 
cancer and like this…."  
 
 
 
Shock 
 
 
Emotional 
reaction toward 
cancer 
diagnosis 
Participants' 
emotional 
reaction relation 
to their cancer 
diagnosis 
ػ4 :" ذٍػى و١زو ". 
 
 
C4: "I felt really bad.  
 
C2: "I was okay. I faced it in a good way, 
Sadness 
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ػ2 :" .. ٞكبػ.. َٛ٠ يٚأ ذٍػى.. ٞكبػ..ٌ٠ٛو ذٙعاٚ لله لّؾٌا ٞكبػ". 
 
 
ػ3 : كب٘ ذٍجمر َٛ٠ ٓػ َٛ٠ ٌث ، ّٞٛ ذجؼر ؼ١ؾص ٟز١َفٔ ٟٕؼ٠ ذٔبو "
ب١ٍفاك ٌث ....."طلاؼٌبثٚ داءاوعلابث ذٍْثٚ عٛظٌّٛا .. حوصأزِ." 
 
 
"ػ11" :ّٞٛ ذٍػى ٛٔا... ٛٔا ٌث ّٟا لاٚ". 
 
thanks to God.  I was sad the first day, but 
then I coped with it". 
 
"I felt low at first. However, I started to cope 
with it later on, and I started the remedial 
actions. I was hurt inside". 
 
C11: "Nothing really but…. But….I was a 
little upset". 
 
ػ4 : "" خٍَع يٚا ِٓ خف٠بف و١زو ذٕوٚ. 
 
C4: "I was really afraid of the first session of 
the treatment". 
 
Fear of treatment 
 
ػ7 : ٌّٗى بٔا ٛٔا ٟفٛفٚ ف٠بف ذٕو ذمٍل عٛظٌّٛا ٓػ ذؼٍّ بِ يٚا اللهٚ"
 "ه١٘ٚ ْبمٍل بٔاٚ عٛجٍا حلٌّ ه١٘ عٛظٌٍّٛ ذؼٍطف ،بٌٙا ِ١ػا ٞلثٚ ذٕث ٞلٕػ
. 
 
 
 
"ط11" :ذفٛف ٛٔا... ٛٔا ٌث." 
C7: "When I first heard about it I got very 
worried, I was very afraid, my fear is that I 
am a man who has a daughter to live for. I 
was worried and kept thinking about it for 
around a week".  
 
C11: "I was a little felt afraid".  
 
Anxiety & 
Fear 
 
ػ1 : "" ٖهللٚ الله ءبعلٚ ٖهللٚ الله ءبّ بِ ٟٕؼ٠. 
 
ػ8:لازر ب٘لث بٌَّا ِٓ ييٕ٠ ٚلث ٌٟا ٓ٠لؼثٚ""ٌث.. لله لّؾٌا "ضهلأا ٖبل. 
 
 
ػ1 : ٛٔا ٚا ذٙزٔا ٛرب١ؽ كب٘ ٟٕؼ٠ ٛٔا ْبغوٍ ٛؼِ ٛٔا.. خع٠وِ َُٙفٔا ًبٔ ٟف"
 حوىفٌا بٔا ٌث َب٠ا ٟف لؼث صقّ ٛٔا ٚا ٟٔبص ٌُبػ ٟف هبص صقّ ْبَٔلاا كب٘
 !! و٘لٌا ِٓ ٓ١ؽ ٗرب١ؽ ُبػ ُ١مٍ ِٓ ُواٚ حوٌّبث ٌٟبجػ دوطف بِ ٞب٘ " ٟٕؼ٠
ٚ لؽاٚ وّؼٌا ٚلث ... ٟٕؼ٠ وّػ صلبٔ دّٛث لؽاٚ ِف ٛىؾ١ث بِ ٞى لؽاٚ ةوٌا
C1: "This is an act of God. This is my fate". 
 
"C8: Thanks to God, what is written for you, 
will eventually come to you".  
 
C1: "Some people, they think if a person 
suffers from cancer, their life has come to an 
end.  They think that this person lives in 
another world and that he counts how many 
Faith & 
Acceptance 
(Qada& Qadar) 
"Religious 
related coping 
mechanisms" 
Coping 
Mechanisms 
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"!! ٟٙزٕ٠ ٚلث ٚوّػٚ ّْٟ٠. 
 
 
 
 
 
 
 
ػ3 : " ٛٔا ْٛىث لاا ْبَٔلاا ت١صث ّٟا ِف فوؼثٚ و١جو بٕثوث ٟٔبّ٠ا ٓ٠لؼثٚ...
 خ١ٌبػ ٟرب٠ٕٛؼِٚ ٟز١َفٔ ذٔبو ٓ١ٌّبؼٌا ةه لله لّؾٌاٚ.. ٌٛا َٓؽلاا هبزفا بٕثه
ٟٕؼ٠ ذفؼظ بِ الثاٚ  ٞب٘ ٞى ٌٟا ءب١ّلااٚ ٞٚبّ١ىٌبث لفا ذٍْث بِ لؾٌٚ
 ِٓ َٛ٠ ٟف بٔا ٛٔا للهبث ًِلأا دلمف بِ ٞوّػ ٌث  ٟجؼزر ػه ؼص.. عبؼّلااٚ
... و١صا ػهٚ ت١غا ػه َب٠لاا." 
 
 
 
 
 
ػ4 :"ٟػلث هبٙٔ ً١ٌ ٓ٠لؼثٚ لله لّؾٌاٚ خِٕؤِ بٔا ٛٔا ". 
 
 
ػ6 :  ضوٌّا ٛج١ص٠ ٟٕؼ٠ و١ص٠ بِ لل لؽاٌٛا ٟٕؼ٠ " ٕٛ٠لٌ أغٍ١ث ٟٕؼ٠ ّٟ يٚأ
 ٟٕؼ٠ ءبػلٌا وزوٚ هبفغزٍلاا وزوٚ حكب٠يث ٛراٍٛص ٟٕؼ٠ ، ٓ٠لٌٍ حكب٠يث و١صث
 ٟٕؼ٠ الله ءبّ ْا ٚأ ِٟٕ غَّ٠ بٕثه ٟىٍث خعبؾٌا حلاص ٍٟصث ً١ٌٍبث َٛمثلؽاٌٛا
 ضوٌّا لاضِ ٛٔا هٌٛمث ْاءومٌا ففقزث حلاصٌا ، حلاصٌا ٌ٠ٛو ءبػلٌا وضو ٌٛٛمث
 ْاءومٌا ْٝق١ث"لله لّؾٌاٚ. 
 
 
 
 
 
days are left for them to live. However, I 
have never thought in such a way. ― How 
many healthy died without a reason, and how 
many weak live forever? ‖ This means that 
Allah is one and we live once. No one can do 
anything about it.   
 
 
C3: "I have great faith in God. I know that 
whatever Allah wants will definitely occur, 
and Allah‘s Will is related to the absolute 
best. Praise be to Allah, I was in good spirits, 
and I was never weak.  Although I started to 
get the tiring chemo and radiation therapy 
sessions, I have never lost my faith in Allah 
that he will cure me one day". 
 
"C4: " Praise be to Allah, I have faith in 
Allah. I keep praying day and night".  
 
C6: "When this disease affects someone, the 
first thing that happens is that this person 
turns to their religion. They become more 
religious, they pray more and always ask for 
forgiveness. I wake up at late hours at night 
to pray the prayer of need (Salat al-Hajat), so 
that  Allah may accept my prayers. People 
say that Prayer (dua)  and Praying (Salat) 
help to avert harm, and that sickness fears to 
recite Qur‘an".  
 
117 
 
 
ػ12 :"ابٕثه ِٓ ضوٌّاٚ ٟٕؼ٠ ٞل٠بث ِِ.. ّٟا ِف ٟٕؼ٠ بٕثه حكاها ". 
 
 
 
ػ12 : ٞلؼزثٚ خٍؽوِٚ ٟؼ١جغ ّٟاٚ بٕثه ِٓ ضوٌّا ٛٔلا فٛقث ّٟا ِف"
"!!ٟٕؼ٠. 
 
" C12: The will of God.. I mean there is 
nothing we can do… not that I can do 
anything myself… illness is from our God".  
 
C12: "Nothing so scary … because the illness 
is from God and it is natural and it is a time 
period that will pass by I mean!!". 
 
 
ػ9 : " ٓ١ز١ِ بٕرب١ٍوٚ دّٛر نلث و١ص٠ ٚلث ّٛ ّٟا وضوا ٟٕؼ٠ ضوِ ٞكبػ ٖااا..
 ٛٔا خٍ٘بزَِ ِِ ٟٕؼ٠ ، ٟٕؼ٠ ٟٔبص ّٟ ٟف و١ص٠ ػه ِِ ه١٘ ِٓ وضواٚ خ٠بٌٕٙبث
 دلاغّٚ فبق٠ لؽاٌٛا ٟٕؼ٠ الله ِٓ ّٟا كب٘ٚ ٟؼ١جغ ّٟا اكب٘ ٞكبػٚ كب٘ ٞى
"ٖااالاؾِ ب٠ الله ِٓ ٌٟاٚ ٟٔبص ّٟا ِف. 
 
 
 
 
ػ7 : ٛ٘ٚ ّٟؾ١ث ٌٟا ٛ٘ الله خ٠بٌٕٙبث ف ً٘بزَِ ِِ ٛٔا عٛظٌٍّٛ ٛٔا ذؼٍغٚ "
 ٟٕ١٘ بِٕٙٚ ٞكبػ ٟرب١ؽ ٟف ذ٠وّزٍبف عٛظٌّٛا ذ١َٔ صٍقف خّ٘بف ٟفْ١ث ٌٟا
ضوٌّا ٟف وىفِ ِِ خٍٕ ٌٟا  ٟعبث ٟٕؼ٠ دبٍَغٌا لفا ٟعا طلاؼٌا حوزف لاا
 بٙ١٘ لله لّؾٌاٚ ط٠وِ ٟٔا ٍٟاوث غبؽ لاٚ ط٠وِ بٔا لاٚ ٛٔأوٚ ػٚوثٚ ٓ٘لفا
"ٟٕؼ٠ خ١ّبِ حب١ؾٌا. 
 
 
 
 
 
 
ػ7 : ّٟا ِف ؟ خّ٘بف ًىو عٛظٌّٛا ٟف ْبمٍل ِِ ٟٕؼ٠ ٖأأأ ٍٟػٚ ِٟٕ بٔا اللهٚ "
ّٟبِ لؽاٚ ةوٌاٚ لؽاٚ وّؼٌا ٟؼٍغا خؽاوص فٛقث هفْٛث ٌٟا ٟٕؼ٠ ؟
C9: "It is only a disease, the worst thing that 
could happen is death.  In the end, we will all 
eventually die. So it is not worth it. Why 
should one be afraid of such a normal thing? 
This is something God wants, and I accept 
God‘s will". 
 
 
- C7: " I looked at the subject as if it is not 
worth it, because, eventually, God is the one 
who protects and makes the sick recover. I 
forgot about it and continued my life 
normally. For a year, I don‘t think of the 
disease unless when I go to get the therapy 
sessions. I get them and then go back home 
as if nothing happened, and as if I am not 
sick. Thank God, life goes on".  
 
C7: "For me, I am not worried at all. 
Honestly, there is nothing to be scared of; 
there is only one God, and everyone over a 
Reliance on God 
(Tawakkul) 
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 دّٛ٠ٚ خ٠بٕث ٓػ غلٛ٠ ٓىِّٚ حهب١ٍ َٛػلرٚ ْب٘ ِٓ غٌبغ ْٛى٠ ٓىِّ ْبغوٌَبث
 ٟفْ١ث ةه ٟف ٟٕؼ٠ خ٠بٌٕٙا ٟف ؟ّٟبِ ءااٚك ءاك ًىٌ ٟؼٍغا،بٕثه لٕػ وّؼٌا كبٙف
 خ١ؽبٌٕا ِٓ وطعّف... ٟٕؼ٠ هٍاه ٟف ٟطؽ ه١٘ بٕثه لٕػ طلاؼٌبف طلاػ ٟف اما
".ٞب٘. 
 
 
 
 
 
ػ7 : لّؾٌاٚ " بٕثه ٍٝػ ًوٛز٠ٚ بٕثه ٓ١ؼث ٕٛ١ػ ٍٟق٠ لؽاٌٛا خ٠بٌٕٙا  ٟف ٟٕؼ٠ لله
" كفٛث ٌٟا ٛ٘ بٕثهٚ. 
certain period will die. People who come to 
see me suffering from cancer may themselves 
be knocked by a car, or fall from a building. 
Death is imminent, only Allah gives life and 
death. Look, there is a cure for every disease. 
In the end, Allah has the cure, and he will 
cure me". 
 
C7: "Praise be to Allah. In the end, everyone 
should put their faith and trust in  Allah. 
Allah is the source of all power".  
 
 
ػ2 :ٟٕ١ّػاك و١ضو ٌٟٛؽ ٓ١فلاٚ ٌٟا ٛٔبو ّٟ يٚا "." 
 
 
ػ4 :" ٟؼظٚ خّٙفزِ ًبٔ ّٟٕػلر ًبٔ ٞلٕػٚ ". 
 
 
 
ػ6: " بٕثه الله ءبّ ْاٚ الله ءبّ ْا بفٌْا ِٕٛ ٟف ٛٔا ٟٔٛؼٕلا ٌٟٛؽ ٌٟا بؼجغ
 وزوا ٛٙف ب٘بفبّ بٕثوف ضوٌّا بٙؼِ ْبو ِٛا ٛٔا تؽبص ٌٟا ٟف ٟٕؼ٠ ، ٟٕ١فْ١ث
لػبَِ ْبو لؽاٚ ْبو بِ ًجل !!ٍّٛا ٛٔا ؼصٚ و١زو فٛقث بِ ضوٌّا ٛٔا ٟف ٟٔ
"طلاؼٌبث ٓ١١ّبِ بٕؽاٚ طلاػ ٌٛا ٟف ٞب٘ َب٠لاا لله لّؾٌا ٌث طلاػ ٌٛا. 
 
ػ7 : " ٌٟا ةبؾص ٗ١ف ٟزعٚى ٗ١ف  ّٟٔٛػك ٌٟٛؽ ٌٟا ًبٌٕا ُظؼِ ٟف ّٟا يٚأ
ٟٕؼ٠ ُِٙلاو ،ٟٕػ ُٛؼطمٕ١ث ُٙفْٛث ب١ِٛ٠، َٛ١ٌٍ ضوٌّا حوزف ِٓ ٟٕؼ٠  ْبو
"يفؾِ. 
 
 
 
C2: "People around me supported me a lot".  
 
 
"C4: I have many people who support me and 
understand what I am going through".  
 
 
C6: "People around me convinced me that 
there is a chance for me to be recovered".   
 
 
 
C7: "Most people around me; like my wife 
and friends have been supporting me since I 
was diagnosed with it. They are around me 
on daily, and they are always encouraging 
me". 
 
Using and seeking 
emotional social 
support 
Social support 
and affiliation 
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ػ1 :ّٟٕٔٛغ ً٘لأا "." 
 
 
 
ػ1 :ٟٕؼ٠ و١١غزٌا ِٓ عٛٔ ٞأ ٟف ََٟٔٛؽ بِ ٟٕؼ٠ ٟفص ٟف ٛٔبو ً٘لأاٚ"." 
 
 
 
ػ2 :"ب٠بؼِ ٛفلٚ ٍٟ٘اٚ ب٠بؼِ ٛفلٚ هالٌا ٟٕؼ٠ خ١َفٌٕا خؽاوٌا". 
 
 
 
ػ2 :هالٌا ً٘أ ٟٔٚلػبٍ"." 
 
 
ػ2 :ِّ ٞٛفاٚ خظوِّ ٟٕؼ٠ ٓ١ؾٌا ذعا ٌٟا ٞٛفا دوِٚ ٞٛفاٚ " ضو
" ٞبؼِ ٛغ١ثٚ ٛؽٚوثٚ. 
 
 
ػ6 : بِ بؼجغ ٟثبؾص ٟٕؼ٠ ،ٍٟ٘اٚ بّ٘ ّٟٔٛػك ٌٟا ًبٌٕا ِٓ ٟثبؾص "
 بٔا لػبل ًعث ،ٞلٕػ ٛغ١ث ٟثبؾصٚ هالٌبػ ْٛ٘ ِٓ ػٚوث بٔا ، حوِ ِٓ ٟٔٛووزث
 ٛثبؾص ٛٔا فْٛث لؽاٌٛا ٛٔلاٚ ٟٕػ ٚٛفقث وَٕٙث ٞلٕػ ٛغ١ث هالٌبػ. ُ٘ب٠اٚ
٘ٚ ب١ٔلٌا َّٛ٘ َٕٝث ٗ١ف ُزِٙ ٟجٕع ٓ١فلاٚ ٟثبؾص ٛٔا ٟٔلػبَِ ٟٕؼ٠ ّٟلاا ال
 ٛٔا لاضِ ٛٔا َٕٝث بِ بٔا ٍٟ٘ا ٟٕؼ٠ ،  ٍٟ٘ا ٟٕؼ٠ ٍٟ٘اٚ ٟثبؾص ،ٟٕ١وهبر ِِ
" ٞبؼِ ٚوصل. 
 
 
 
 
 
 
C1: "My family assured me that it is going to 
be okay".  
 
 
C1: "My family was on my side. They didn‘t 
make me feel any different".  
 
 
C2: " Psychological comfort: my family was 
so supportive".  
 
 
C2: " My family members helped me".  
 
 
C2: "My sister-in-law, who has just come, 
and my brother are nurses. They go and come 
back with me". 
 
"C6: " My friends and family are so 
supportive. My friends never leave me. They 
come to visit me at home as soon as I leave 
the hospital. They sit with me, and we stay 
up till late hours. They make me feel better. 
When I see how caring and supportive they 
are, I forget all the pain. My family as well, I 
will never forget that they have done to me 
the best they can do".  
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ػ7 : ٟٔا حوٌّبث ِ١ٕروؼّ بِ ، ٍٛؽ فلِٛ ٟٕؼ٠ ٞبؼِ ذفلٚ خؽاوصٌا ٟزعٚى "
 ٟٕزفبّ اما بّئاك ٟٕؼ٠ ّٟا ٚا ًئبػ بٔا ٟٔا ٚا ط٠وِ بٔا ً١ؾزٌَّا ًّؼر ٖاا وْىِ
 ّٟا طبزؾِ ٟٕز١ٍقِ ِِ ٖاااا هِٛلأا ًو ٍٟز١ٍَِٙ ٟٕؼ٠ ، خؽاوص هؾظا ٟٔا
 ش٠لؽ خ١ؽبٔ ِٓ ٟىؽ خ١ؽبٔ ِٓ ٝجٍِ ْٛىث ٞلث ّٛ ٌث وفلابػ بٙز١٠اٚلِ ٟز١َفٔ
 هلمر بِ لل يٚبؾزث ٟٕؼ٠ ،خّ٘بف ذٔا ب١ئزٙٔ ضوٌّا حو١ٌَ ِلوطزث ٟٕؼ٠ بٕ١ث هٚلث
ا ٛع ِٓ ٟٕؼٍطر بٙٔا ٛصٍقزث طلاػ ًهٛو ٟ٘ ط٠وِ ْبَٔا ذٔا ٛٔاٚ ضوٌّ
".... ًّؼٔ ااابٔلث بٔلث لاضِ ٟٕجٔ بٔلث... هٍغٌْ غٍطزث خ١ؼ١جطٌا هرب١ؾٌ غعوزثٚ. 
 
 
 
 
 
 
 
 
 
 
ػ7 : تؽبص ٚوجزؼث ٌٟا ٛ٘ بٔا تؽبص ٌٟا ٟف ٟٕؼ٠ ةبؾص ْبّو ٌٟا ٟف "
ٛ٘ ًغّ ٗ١ٍػ ْبو ٍٛىزؽ ٟٕ١غث ٟٕؼ٠ خٍ١ٌ خٍ١ٌ كب٘ تؽبصٌا ، تؽبص  ًغْز١ث
 لّؾٌا ٖٚٚٚٚ هبجفلاا ّٛ غظٌٛا فْٛ٠ ٍٟػ ّٓط٠ ػٚوث ٖاااا. ًلمٌبث ً١ئاوٍبث
"ّٚٚٚٛػل١ث ً٘لاا ٟٕؼ٠ لله. 
 
 
 
ػ10 : " ب١َفٔ ّٟٕػلزث ٟؼِ خفلٌٛاٚ ٌٟٛؽ ًبٌٕا كٛعٚ ٍُلأرا ٟٕ١ٍقث ٌٟا ٛ٘
 ٌٟا ًو... ٟربجؾص ٟعٚى ً٘ا ٍٟ٘ا ٟعٚى..ٞهٚوظ و١زو ّٟلاا اكب٘ ب٠ٕٛؼِٚ
ُٙفوؼث بٔا  ٟٕؼ٠ ٟٔلػبٍ و١زو ّٟلاا اكب٘ٚ و١زو ب١َفٔ ٟٕ١ّػاك ٛٔبو لله لّؾٌا
 ِّف ءلا ٚا ٟؼِ ّٟلاا اكب٘ بٔا، ٟؼِ ِلوفر بِ بِ لاصا خٍؽوٌّ ذٍصٚ خعهلٌ
 ٟٔا اٚلٌ خٕ١ؼِ خػبٍ لاضِ ٛٔا خزلِٛ بٔا ٛٔا ٗجٌّٕبػ لاا ٚوويزث بِ ، ٚٚٛروويزِ
 ٌٟبث ٟف ِِ ٟف ٍٛو ضوٌّا ٟٕؼ٠ ، ٌثٚ ٗ١ف ٖٚلفا"هبص. 
 
C7: "Honestly speaking, my wife has stood 
by me in a wonderful way. She has never 
made me feel that I am really sick, nor weak. 
If she sees me frowning, she does the 
impossible to make me smile again. She 
makes everything easier on me. She provides 
me with everything I need. She does make 
me feel better. All my needs are fulfilled. She 
has many conversations with me, and never 
mentions the topic of my disease. All she 
cares about is to make me get rid of the 
feeling of being sick. She gives me the 
feeling that it is only a course of medicine 
that  I take, and then I  get back to my normal 
life. We want to build a house, we want to do 
this and that".  
 
"C7: " I have other friends. One of them is a 
close friend of mine. He comes to visit me 
every night, to make sure that  I am okay and 
that everything is fine, even when he has 
worked. He works in Israel, (Jerusalem). 
Thank God, my family also supports me". 
 
"C10: " I cope with cancer, because of the 
people around me. They stand by me 
emotionally and psychologically. This is very 
important. All the people I know, my 
husband,  family, friends, and  family in-laws 
have supported me psychologically in a way 
that has made me reach the point where it 
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ػ11 : ٞى ٟٕؼ٠ ُٙؼِ ٟعاٚ ُٙؼِ ػٚها ٟثبؾص فّٛا ذؼعه ٛٔا ٟٕؼ٠ ٞكبػ"
ه١٘." 
 
 
ػ12 : بٔٚلػبَ٠ ٓ١ظوٌّّا ٛٔبو ٟٕؼ٠ ، ٟٕؼ٠ ّٟا ٟف ٛٔبو لاٚ ذ١َؽ ٟٕؼ٠"
 ٓ١ظوٌّّا غِ ٍَٝزٔ بٕوٚ ٟٕؼ٠ ضوِ بٕؼِ ٟف ٛٔا َِؾٕث ٖٚٚٚ ٟٕؼ٠ٚ ٟٕؼ٠
و تّ ّٓوا ٛٔبو ّٓوا ٟف ٟٕؼ٠ ،ةبجٌْا غِٚ ٌؾٔ ُبٕو بِ ٟٕؼ٠ ، ٍَٝزٔ ٟٕؼ٠ بٕ
 بِٚ ِٕؼٔ بٍٔٛق٠ ٟٕؼ٠ ه١٘ٚ بٍَٔٛ٠ ٛٔبو ٓ١ظوٌّّا ٟٕؼ٠ ....ضوٌّا كب٘ ٟف
 ٓ٠لػبل ُبٍٔٛففوغٌبث." 
 
 
 
 
 
 
ػ12 " : ٌٟا ٟف بٔاٚ ٚٚٛغ٠ ٛٔبوٚ ٟٔٚلػبٍ ٍٟ٘ا ٟٕؼ٠ ٞكبػ ،ٞكبػ ٖبؼِ ذٍّلأر
ضوٌّا غِ ذٍّلأر ٟٕؼ٠ ٞكبػٚ ٟٕ١ٍَ٠ ٟغ٠ ْبو ِٟٕ وغصا ؿا  بٔاٚ ذ٠لػٚ
 ، ٟؼِ ٛىؾ٠ ٟٕؼ٠ ، ٟٕؼ٠ ٍَٟٔٛ٠ ٛٔبو ٍٟ٘ا ....لله لّؾٌاٚ ضوٌّا دلفا
 ٍٟ٘ا ٖا...... لله لّؾٌا.... ٟٕؼ٠ ضوٌّبث ِروؼْف ، ٟٕؼ٠ ضوٌّبث ٌؽا ِ١ٍٔٛق٠
 ٌٟاٛف كلاٚٚ  ٌٟاٛف ٚو١غٚ ِٟبّػٚ ِٟبّػ كلاٚٚ ِٟبّػٚ ٟراٛف ْاي١عٚ
لله لّؾٌاٚ ٍٛو ٟٕؼ٠." 
 
 
 
 
 
doesn‘t matter whether I suffer from it or not.  
I only remember when the alarm rings to 
remind me of taking my medication. I don‘t 
think about the disease anymore".  
 
"C11: " Normal .. I mean that I carried on 
seeing back my friends and come and go with 
them … something like this!". 
 
"C12: " I mean that I felt as if nothing is 
happening… I mean patients used to help me 
.. I mean ..mmmm and we didn‘t feel that we 
had it. I mean we used to entertain with 
nurses and the boys… I mean there were 
some … some youngsters and we used to 
pass time togerther.. I mean that we didn‘t 
feel we had it that disease…. I mean nurses 
used to try to amuse us and make us feel 
better and didn‘t let us alone in our rooms.  . ". 
 
"C12: " I got used to it, normal, normal I 
mean my family helped me and used to 
come. I have a brother, younger than I am, he 
used to come and entertain me, normal, I 
mean I got used to the disease and me sort of 
bypassed it Thank God… My family used to 
entertain me I mean, I meant that they used to 
talk to me, never let me feel that I had the 
disease, I didn‘t feel the illness … I mean 
Thank God… oh! My family and my 
brothers in law and my uncles and cousins 
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and uncles to my mother and their children 
… I mean all of them  … Thank God". 
 
 
ػ6" : وزوا ٛٙف ب٘بفبّ بٕثوف ضوٌّا بٙؼِ ْبو ِٛا ٛٔا تؽبص ٌٟا ٟف
 ًجل !!ٍّٛا ٛٔا ؼصٚ و١زو فٛقث بِ ضوٌّا ٛٔا ٟف ٟٔلػبَِ ْبو لؽاٚ
 ٓ١١ّبِ بٕؽاٚ طلاػ ٌٛا ٟف ٞب٘ َب٠لاا لله لّؾٌا ٌث طلاػ ٌٛا ْبو بِ
.. طلاؼٌبث." 
 
 
ػ1 : ضوِ ِف بِٚ طلاػ ٌٛا ٟف ٛٔا ّٟٕٔٛغ حوربولٌا ٟٕؼ٠ ( حوربولٌا خٕ١ّطر "
 ٛؼِ ّْٟر نلثٚ طلاػ ٌٛا ٟف ضوٌّا ان٘ٚ هرب١ؽ ِػٚ طلاػ ٌٛا ِف ب١ٔلٌا ٟف
"وثبػ ضوِ ٞأ ٞى ٞكبػ 
 
 
ػ3 : و١ضو ءب١ّلاا ٞب٘ٚ و١جو ًىْث بٙ١ف ٍّٟؼرٚ ت١جطٌا ؼئبصٔ ٍٟجمزر ٛٔا "
كب٘ ٟطقر ع لػبَزث ٛٔا خٍؽوٌّ ذٍصٚ لاؼفٚ يٚلابث ٟٔلػبٍ  لاؼف اكب٘ٚ ّٟلاا ا
 بَ٘ ٟٕ١طؼ٠ غعوف ،دبعلاؼٌا لؼث هفّٛا ٞلث بِ صٍف هٛزولٌا ٌٟبىؽٚ ذجغ بٔا
" الله ءبّ ْا غظٌٛا ّٟبِ ِٛٙ ٓ١جػ ّٞٛ ففق٠ ّٟا. 
 
 
 
ػ9 : تٍبٌّٕا طلاؼٌا لفب٠ٚ ًّى٠ٚ ّْٟ٠ٚ الله ٟف ٍِٚٚٛأ ػؾ٠ ٟٕؼ٠ لؽاٌٛاٚ "
ػ ٌٟٛىؽٚ ٛٔا لؽاٌٛا ٟٕؼ٠ الله ءبّ ْاٚ طلاؼٌبث لفبث ٟٕ١٘ٚ طلاػ بِٚ طلاؼٌا ٓ
 ٚلث ّٟا امب٘ ٞكبػ امب٘ ٟٕؼ٠ ٌث ًعفا ٌٛبؽ لؽاٌٛا ف٠بّٚ ًعفا ْٛى٠
"و١ص٠. 
 
 
C6: "My friend‘s mother used to suffer from 
this disease, but fortunately, God made her 
recover. This friend was so supportive and 
helped me believe that this disease is not that 
serious. Before it used to be, but nowadays, 
there is a cure for it. I take medication".  
 
-  
- C1: " Physicians always comfort me ―they 
reassure me that cancer, as well as all other 
diseases, has a cure. They told me to take my 
medicine and live my life normally ". 
 
"C3: To recover, one should listen to the 
doctors‘ advice and act accordingly. This 
helped me a lot at first and made me recover. 
The doctor even told me that there is no need 
to come back for treatment. Recently, he 
gives me some painkillers until my body 
adjusts". 
 
 
C9: "They told me about the treatment and I 
am now on medication. Hopefully, I will get 
better soon. I already feel better. This is 
something normal. This is my fate".  
 
 
Seeking and using 
instrumental 
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ػ10 : و١زىث هِٛلاا ٞلفبزث ٛٔا ٟٕؼ٠ صٍف ٖاااا ٛٔا لؽاٌٛا ٌؾث بٌّ ّٟ َٓؽا "
 ٛٔلا ٟٕ١رٚه ّٟ ٛٔا ذ١َؽ ٞكبػ ..بٙز١ؼٍ خغبَث ٝفّا ػه ٟٕؼ٠ وفلابث
 ، ِٕٛ ٟفْر ٞهلمزث ٛٔا ًِأ ٟف ٛٔا هٌبؽ َٟؾر هٔا ٟى١ٍقث ٌٟا ٖاااا...ِٕٛ
"...ؼ١ِٕ و١زو ّٟلاا اكب٘ٚ وفٛزِ اٚلٌا حوربولٌا ًِا ٟوٛطؼ١ثٚ. 
 
 
 
 
ػ3 : نلٕػ ٟٕؼ٠ ذٔا ٛٔا... خٍِٛؼِ نلٕػ ْٛى٠ خ٠الجٌا ِٓ َىلا "90 ٛٔا بج٠ومر %
٠لث بٔا... **ٟج١طر نلث ذٔا هٍ١ىؽا ِ100.. %90 ْا ٟج١طر نلث ذٔا ٛٔا %
ّٟلاا ان٘ ِٓ  الله ءبّ." 
 
 
ػ5 : نبؼِ ِ٠ا فوؼر ْبْػ.. ػثيٌبث ٛ٘ ِ٠ا فوؼرٚ ٕٛػ ًهلر نلث ٖااٚ "
ةومر ِ٠ا ٓػ فوؼرٚ لؼجر ِ٠ا ٓػ ِ٠ا فوؼر...".. 
 
 
 
ػ5 : طلاؼٌا ف١وٚ ْبِى طلاؼٌا ْبو ف١وٚ ؼ١ِٕ ٕٛػ ذٍهك ٛٔا ٛؼِ ذٍّلأر "
ٚ َٛ١ٌا بٍّ٘ٛؼزَ١ث ٌٟا خ٠ٚكلاا ِ٠اٚ ب١ٌبؽ بٍّ٘ٛؼزَ١ث ٌٟا خ٠ٚكلاا دب٠وظٌٕا ٓػ
ضوٌّا ظٌبؼر بٙٔا ٓىِّٚ." 
 
"C10: "I started to have a betterfeeling when 
I started to take things easy, and believe that 
it is only a routine that I will eventually get 
rid of. What gives me hope is that the 
physicians always comfort me that there is a 
chance to recover and that the medicine is 
always available which is very good". 
 
"C3: "You should know from the beginning 
that you have 90% chance to recover. I don‘t 
want to say you have a chance of 100% to 
recover, but 90%".  
 
" C5: You should study it and know exactly 
what it is, in order to know what you really 
suffer from and to know what tips you should 
follow". 
 
C5: "I coped, studied and researched how the 
treatment used to be,  how it is nowadays The 
theories, and medications used recently". 
ػ6 : بٌّ ٞكب٘ َب٠لاا ٟٕؼ٠ ضوِ ٞأ ٞى ٛ٠ى ٞب٘ َب٠لاا ٟٕؼ٠ ٛؼِ ًِبؼزِ "
 ف١و ائٍٛفٔلاا ٞى ٞب٘ َب٠لاا هبص ٛٔا ةوغزَث بِ ضوٌّا ٛؼِ لؽاٚ ب٠ا غٍّا
 و١زو و١زو ْبّو حوضىثٚ ٛ٠ى هبص ضوٌّا اكب٘ حىٍٛفِ ًبٌٕا ًو ٟفوؼزث لؽاٌٛا
وىف٠ بِلؽاٌٛا ٛٔا لػبَث ّٟلاا اكب٘ٚ هبص." 
 
"C6: "I recently dealt with it as if it is a 
normal disease. If I hear about anyone who 
was diagnosed with it, I don't react, because 
this disease has become so common, just like 
the flu. This helps me not to think more about 
it".  
 
Cancer has 
become common 
disease 
"Acceptance" 
ػ1 : يا ِٓ ٟٔا ٓ١ٌّبؼٌا ةه لله لّؾٌاٚ بٙ١ف ذ١ِْٚ ٟرب١ؽ ذْػٚ  "2011 
 يا ٟف بٕؽاٚ2017  ّٟ ٞأ بٙ١ٍػ و١غر بِٚ خ١ؼ١جغ ٟرب١ؽ ِ٠بػٚ ّٟبِ بٔاٚ
C1: "I continued my life normally. Thanks to 
God, from 2011 till 2017, I live my life 
Have a cure & like 
any disease 
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 ضوٌّا ٗ١ف وىفث بِ ٟٕؼ٠.. ضوٌّبث وىفث بِ.. ٞلٕػ ٌٟا حكاهلاا حٛل ٟٕؼ٠ٚ
 ٌٟبجػ ُوطقث..ٟٔبر ضوِ ٞأ ٞى ؼّوٌا ٞى ٛ٠ى ضوِ..ضوٌّبث ٟفوؼزث..
 ٌث ٍٕٛطفثٚ ٝفْزٌَّا ٟف خؼعاوِ ٌٟا َٛ١ٌا ٛٔا.. لػٌّٛا ٟف ،ٌٟبجػ وطق١ث ٝزِ
 ٗ١ف وىفث بِ ه١٘ و١غٚ."!! الثا 
 
 
 
ػ2 : خَ٠ٛو خ١َفٌٕا خٌبؾٌاٚ ّٟا لاٚ خٍىِْ ٟف بِ لله لّؾٌا ٞكبػ ذٍّلأر اللهٚ "
" ٓ١ٌّبؼٌا ةه لله لّؾٌا. 
 
normally, and nothing has changed. I have 
the willpower, and I don‘t think about the 
disease, because for me, it is just a normal 
disease like cold and flu. It doesn‘t come to 
mind and I don‘t remember it, unless when I 
have a check-up at the hospital ".   
 
C2: "Thanks to God, I cope with the disease, 
there is no problem. Praise be to Allah, I am 
in high spirits". 
 
ػ9 : لاٚ ف٠بف ًظ نلث ضوِ ٛٔا ِِٚ خ١ؼ١جغ حب١ؽ ًّىر نلث خ١ؼ١جغ حب١ؾٌا "
 ًغٌْبػ ػٚوث حوىث  خػوع لفبِ ؼص حوىث بٔا ٛ١٘ لاضِ ٞكبػ ّٟا ٟف ٛٔبو
 ٗٙ٘ حوىجٌ وعؾثٚ ٍْٟوٚ ًغٌْبػ ٞكبػ ٟرب١ؽ ًّىِ ّٟا ٟف ٛٔأو لاٚ ٞكبػ
 ًجل ِٓ ٟ١ف هبص ّٛ ِؼٍطثٚ اهٌٛ ِِ َالمٌ غٍطثٚ ل١ؼث ٜلٌّ ػهبجِا ِٓ ٟٕؼ٠
 غ٠وٌَبػ ب٘بَٕث ُاابٍٙ١ٕطفث بِ صٍف ٓ٠لؼثٚ ٞلٕػ ْبو خػوع لاضِ ٍٞٛا ذٕو
"  صٍف ٟٕؼ٠. 
 
 
 
 
 
 
ػ10 :"ٟرب١ؾث ٟٕ١رٚه ّٟا هبص ٛؼِ ذف١ىر ٛؼِ ذٍّلبر بؼجغ ٖاا ". 
 
C9: "My life is normal; I should continue 
with my life normally without being afraid. 
For example, although I have a chemo 
session tomorrow, I will go to work as if 
nothing has happened. I continue with my 
life as if I suffer from nothing; I go to work, I 
plan for tomorrow, I have long-term plans, 
and I look forward and not backward.  I don‘t 
even remember that I had a chemo session 
yesterday. I forget the sessions as soon as I 
finish them".  
 
C10: "I have adapted and coped with it. It has 
become a routine in my life".  
 
 
ػ1 :تؽه هلص ًىث ٛزٍجمر " !ٟٔبص ضوِ ٞأو ٛؼِ ذٍِبؼرٚ!". 
 
 
 
ػ1 : ""ّٟبِ ذ١ٍظٚ ٟرب١ؽ ٟف ّٟا ٞأ دو١غ بِٚ ٞكبػ ٟرب١ؽ ٟف ذ١ِْٚ. 
C1: "I accepted it open-heartedly! I dealt 
with the disease like any other medical 
illnesses !".  
 
C1: "I changed nothing about my life. I live 
Living with cancer 
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ػ1 :  ""ضوِ ٞأ ب١ف ِف  ٟؼ١جغ ٟٔأو ًىْث ٛؼِ  ذٍّلأر. 
 
 
 
ػ1 : ٞأ ٞى حوربولٌبػ ٟزؽٚهٛظوٌّا غِ بٍّٕلأرٚ ِٟٙ ٞى دوّزٍا بٕرب١ؽ "
..ٞكبػ ضوِ ... ٞكبػ ضوِ ٞأى١ٕؼ٠." 
 
 
ػ2 : خَ٠ٛو خ١َفٌٕا خٌبؾٌاٚ ّٟا لاٚ خٍىِْ ٟف بِ لله لّؾٌا ٞكبػ ذٍّلأر اللهٚ "
" ٓ١ٌّبؼٌا ةه لله لّؾٌا. 
 
 
ػ4 : ذ١َؽ بِٚ ضوِ ٛٔا ذ١َؽٚ  خ١ؼ١جطٌا ٟرب١ؽ ذٍهبِ ٟٕؼ٠ الع ٞكبػ  "
"ب١ٔلٌا خ٠بٙٔ ٛٔا. 
 
 
ػ.4 :" الع خٍّلأزِ ٟٕؼ٠  ". 
 
ػ5 :ر ٟ٘ٚ ""ٛؼِ ِ١ؼرٚ ٛؼِ ٍُلأزر هثٚ بعا ضوِٚ َلاَزٍا ٟٕؼ٠ بج٠وم. 
 
 
 
ػ6 : ةٛزىٌّاٚ ٓ١ؼٌا ٛفْٛر َىلا ٓ١جغٌبػ ةٛزىٌّا" ضوِ خ١ؽبٔ ِٓ ٟٕؼ٠ ٍِث "
 "ةٚو٘ ِٕٛ ِف. 
 
 
ػ8 : ٞلٕػ ٛٔأو لاٚ كٛعِٛ ٛٔبو لاٚ هالٌا ٟف ٛرو١ٍ ت١غث ٝزؽ لاٚ ٞكبػ "
ا ٛٔلأ ٛرو١ٍ ت١عا ِجؾث بٔا ٟٔلا ٞكبػ.. ضوِ ٗ١ف وىفر ًعث ذٔا اما ٟٕؼ٠ لاص
my life very normal". 
 
 
C1: "I cope with the disease. I behave and act 
as if I am not sick".  
 
C1: "Our life goes on just the same as before. 
We got used to the doctors,and coped with 
the disease as if it is a normal disease".  
 
 
C2: "Thanks to God, I cope with the disease, 
there is no problem. Praise be to Allah, I am 
in high spirits". 
 
C4: "It is very normal, I live my normal life. I 
feel it is only a disease, and it is not the end 
of the world". 
 
C4: "I am so well-adapted".  
 
C5: "I almost gave in to the disease.  
Actually, I am forced to adapt to and cope 
with it". 
 
C6: "With regards to the disease, I say: what 
is written for you will come to you". 
 
 
C8: "It is normal. I don‘t even mention it at 
home. I behave and act just as if I don‘t 
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 لاٚ ٟ١ف بِ ٛٔأو ٞكبػ ّٟلاا اكب٘ ٍٝػ ٟٔو٠اك ٌٟا ّٛ بٔاٚ ييٕزث هزػبِٕ و١صث ،
"... الاصأ كٛعِٛ ٛٔأو. 
 
 
 
ػ9 :ٛؼِ ذف١ىر ٗٙٙ٘ ٛؼِ ذٍّلأر "!! بٔا ِٕطث ٟٕؼ٠ ف١ْر صٍف ٟٕؼ٠ لا..
نلٕػ ٟف ٛٔا لاضِ ٌٌٟٛبل بٌّ ٝزؽ ٟٕؼ٠ ،ِٕطث ٟٔا غجغ ٟٕ١ف صٍف  ٟٕؼ٠ ضوِ
"..ٟؼ١جغ ّٟا ٟف ٛٔبو غِبٍ ِِ ٛٔأو. 
 
 
 
ػ9 :لاٍٙٚ لا٘بو ٟٕؼ٠ ٛزٙعاٚ بٔا "!!   صٍف ٟٕؼ٠ ٛٔا ِِ ٟٕؼ٠ ٍٛمث ٟٔبو
"ٟ١ف و١ص٠ ٚلث ّٛ وىفأ دوصٚ دلىٕر. 
 
suffer from any diseases. I don‘t like to even 
mention it. I don‘t have to think about it, 
because thinking about it, will just weaken 
my immune system". 
 
C9: "I have adapted and coped with it. I have 
the manner of ignoring. For example, when 
they told me that I suffer from cancer, I 
reacted as if I heard nothing, I was very 
normal". 
 
C9: "I welcomed the disease without 
reaction!! and at the same time, I didn‘t think 
about what would happen to me".  
 
ػ1 :لٕػ بٔأ "ٗ١ٍػ وصزٕثٚ خ٠ٛل حكاها ٞ." 
 
ػ3 :"ٟٕؼ٠ ذفؼظ بِ الثاٚ خ١ٌبػ ٟرب٠ٕٛؼِٚ ٟز١َفٔ ذٔبو  ". 
 
 
ػ3 : ٚلث كب٘  ضوٌّا دانٌبثٚ و١ضو خ٠ٛل ٟز١َفٔ ٟٕؼ٠ ٛٔا ٟٔلػبٍ ٌٟا ُِا "
صا ٗ١ف خع٠وِ ذٔا ٛٔا َٟٕر ٛٔاٚ و١ضو خ٠ٛل خ١َفٔ ٞهلمر ذٔا ٛٔا ْبّ ٍٝػ لا
ٗ١طقزر." 
 
 
ػ3 :١ضو خ١َفٌٕا  ""خ١ٌبؼٌا دب٠ٕٛؼٌّاٚ خِّٙ و١ضو و. 
 
 
ػ4 :"!!طلاؼٌا ذٍْث بٙ٠لؼث ...الع ٟؼ١جغ ضوِ ءلا ذٌٛل ٓ٠لؼثٚ  ". 
 
 
C1: "I have a strong will and will beat it". 
 
C3: "I was never weak, and I am in high 
spirits". 
 
C3: "What helped me is that I am in high 
spirits. This disease, in particular, needs to be 
on the back burner in order to beat it".  
 
 
C3: "High spirits and mental health do 
matter"!!. 
 
"C4: I said to myself that it is a very normal 
disease, and then I  started the treatment". 
 
Strong will Positive 
reinterpretation 
and growth 
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ػ6 : و١غص ٚوّػ لؽاٌٍٛ خجٌَٕبث ٛٔا ؼص ..ِ١ؼ٠ ْبْػ َٚبم٠ َىلا لؽاٌٛا "
"ٖالؼز٠ ْبْػ ضوٌّا َٚبم٠ َىلا لؽاٌٛا ٌث ه١٘ٚ. 
 
 
ػ9 :ث ّٟا لؽاٌٛا صٍف ًبٌٕب٘ ٞىٚ ..... " بِ ٞى كب٘ ٟٕؼ٠ صٍف و١ص٠ ٚل
 ٚلث ّٛٚ ٟٕؼ٠ ًئبٍ ِِ صٍف ٟٕؼ٠ ٟٕؼ٠ ًّوا ٛٔا ْبّ٠ا ٞلٕػ "ْبّ٠ا" بٌ٘ٛٛمث
 ًغزْث ٟٕؼ٠ ، ّٟا بٙ١ف و١غأ ِ٠لث ِٟٙ ٞى ٟرب١ؽ ًّوا ٞلثٚ ٟٕؼ٠ و١ص٠ و١ص٠
 غٍطث بِ ِ١زلٚٚ ٞلث بِ ِ١زلٚ ػٚوثٚ ػٚوثٚ ٞلث بِ ّٛ ًوٛثٚ ًّىثٚ ٞكبػ
رب١ؽ ًّىِ ٟٕؼ٠ ًغٌْبػ خ١ؼ١جطٌا ٟرب١ؽ ًّىِ ٟٕؼ٠ ، ّٟا ٞلٕػ و١غر ٛٔبو لاٚ ٟ
 حو١ٍ ُٛج١غث ِف بِ هالٌبث ٟٕؼ٠ ٝزؽ خعبؽ لاٚ ِف ٟٕؼ٠ ًجل ِٓ َٓؽا ٝزؽ
 خػوع لفبِ ؼص هالٌبػ ػٚهأ بٌّ ٓ١ؾٌا ٝزؽ ٟٕؼ٠ ٞب٘ ٞى دلاغّٚ ضوِ
 ّٟلاا ٞكبػ ػٚوث...ٟٕؼ٠ ّٟا ٟف ٛٔبو لاٚ خعبؽ لاٚ نبؼِ هبص ّٛ ِ١ٌٔٛأَث
 ٟؼ١جغ" الع الع خ١ؼ١جغ خ١ؼ١جغ حب١ؾٌا ًّىِ عٛظٌّٛبث ت٠وغ ّٟا ِف ٟٕؼ٠. 
 
 
 
 
ػ9 : لؽاٌٛا ٟٕؼ٠ هبٕٙ١ث ٟٕؼ٠ تؼز١ث ان٘ٚ ًبٌٕا َلاو غَّ٠ و١ص٠ ٟٕؼ٠ ٚلث ءلا "
"اهٌٛ غٍط٠ بِ َالمٌ غٍط٠ ٚلث لؽاٌٛا خٌٛلٚ ٌٛبؽ ِْٝ. 
 
 
 
ػ10 :لل بٔاٚ ذلؤِ ًىْث ٌث كٛعِٛ ٛ٘ هٌٛلا ف١و ٟٕؼ٠ ٛٔا صٍف " هلمث ِ٠
 ّٟلاا اكبٙف، خػوَث ِٕٛ صٍقثٚ ٗ١ٍػ تٍغزث و١زو خؾ١ِٕ ٟز١َفٔٚ خ٠ٛل ْٛوا
 ّٟا ُ٘ا خ١َفٌٕا ٛٔلا ّٟا ُ٘ا اكب٘ ٌٟبؽ ٍِػىا بِٚ ٚلفاٚ اٚلٌبػ وّزٍا ٟٕ١ٍقث
"عٛظٌّٛا ٟف. 
 
 
C6: "One should resist living. It is true I am 
still young, but I should fight the disease to 
beat it". 
 
C9: "I want to continue with my life, and I 
don‘t want to change anything about it. I 
desire to work, to eat what I want, to go and 
come back whenever I want, and to continue 
with my life as if nothing has changed. I live 
my normal life even better than before, 
nothing has changed. Even at home, no one 
mentions the topic of my disease. Although   
I have just finished a chemo session, no one 
would ask me about it when I go home. It 
became something normal. I continue with 
my life in a very normal way". 
 
C9: "Whoever listens to what people say, will 
suffer and become depressed. I am getting 
used to it, and I have to look forward and not 
backward". 
 
C10: "I  suffer temporarily from the disease. 
As much as I stay strong, and in high spirits, 
as fast as I beat it and get rid of it. This 
makes me take the medicine regularly and 
stops me from being sad. This is very 
important because mental health plays a key 
role in recovery".  
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ػ3 :"ظٌبؼز٠ ً١ؾزَ٠ ٛٔا ضوِ ٛ٘ ٛٔا َٟٕر َىلا ". 
 
 
 
ػ3 :"... و١صا ػهٚ ت١غا ػه َب٠لاا ِٓ َٛ٠ ٟف بٔا ٛٔا ". 
 
 
ػ9 : خػيفٚ حهٛص ًّػا ػٚها ذٕو بٌّ ٟٕؼ٠ ًبّؾث بٌ٘ٛٛمث بِ ٞى ٛزٙعاٚ "
"ٟؼ١جغ ّٟا ّٟا ٟ١ف بِ ٟٔبو لاٚ ِىؾظا ذٕوٚ ٞكبػ ػٚها ٞكبػ ّٟاٚ. 
 
C3: "You should forget that it is impossible 
to cure this disease". 
 
 
C3: "One day I will recover from it, and it 
will be something".  
 
C9: "I faced it in an enthusiastic way – as 
they say. I was smiling, when I went to the 
hospital to undergo the biopsy and the x-rays. 
Everything was normal for me".  
 
Being optimistic 
and rebuilding 
hope 
ػ5 : ،حءاومٌبث، خظب٠وٌا ًهبِأ دوص ذلٌٛا ٛؼِ ٛؼِ ذٍّلأر ف١و خجٌَٕبث "
"حوث بٍّٙػا ذٕو ٌٟا غ٠هبٌّْبث. 
 
 
ػ5 : فوؼزث بِ ًبٔ ٟف ف١و ٟفوؼزث حوث ،ّٞٛ خ١ٕغٌٛا خٙغٌبث ٌٟبؽ ذ١ٌٍٙاٚ "
 ًّؼٕث.. ٖااا ٟػٛجٍا، ٞهٚك ًىْثٚ داوّرؤِ ًّؼٔ بٕىف ، ه١٘ ٓػٚ ٓ١طٍَف ٓػ
ٔ ًّؼٕث ، َلافا"خىثك ِِ ٚا خىثك ػ١َث ًىْث ٌٛ ٖاا ، عهبٌْبث دبغبْ. 
 
 
 
 
ػ5 : يا ٖااا ذٍْث بٔا خظب٠وٌٍ خجٌَٕبثٚ "climbing   لؼثٚ حوث غٍغا بِ ًجل ؿااا
 صٍف دوصٚ بٙ١ف ذ٠وّزٍبف وضوا ًىْث بٙزٍهبِٚ ٍٝؽا بٙزفّٛ حوث ذؼٍغ بِ
فٔ ؼ٠ها.. كٍَراٚ يبجغٌا ع غٍغا ػٚها ّٞٛ ك٠الزِ ٌٟبؽ ٌؽا بٌّ ِٓ وضوا..ٟز١َ
"ٗٙٙٙٙٙ٘ ه١٘. 
 
 
 
ػ7 : ْبْػ تؼزِ ًغٌْا ٌث ٟٕؼ٠ ًغٌْا غِ يٚبؾث ْب١ؽلاا طؼث ٟف ٟٕؼ٠ "
"As time passed by, I started to cope with the 
disease, by working out, reading, and 
carrying out projects abroad". Subj5 
 
C5: "I distract myself by carrying out some 
patriotic activities. You know, some people 
abroad don‘t know much about Palestine, so 
we hold conferences every week, make films, 
and carry out some activities in the streets 
like dancing traditional dance".  
 
C5: "With regards to sport, I started climbing 
before travelling. However, when I went 
abroad, I started to like it more than before. I 
started to practice climbing more often. 
Recently, whenever I feel low, I go and climb 
mountains, in order to feel better".  
 
C7: "Sometimes, I distract myself by 
 Self-distraction  
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 ٟف حٛٙل ٍٝػ ةبؾص ٍٝػ ػٚوث دلاغّ ٟف ٌٟبؽ ٍٟٙجف ُهلمث بِ ف ٞٚبّ١ىٌا
"....ٟزلٚ ٟجؼث ٟٕؼ٠ بؼجغ ْٛ٠يفٍر ٟف ْاءول حءاول ٟف حلاص. 
 
 
 
 
 
ػ7 :كا ٟٕجٌا ًأ١زث داوِ حلؼمٌا " لؼم٠ حبغفٚ بّ٠اك ًغٌْبػ كٛؼزِ ٌٟا ٗصبف َ
 ْبو ٌٟا خ١ؼ١جطٌا ٛرب١ؽ غعور ٚا ٍٛغّ ع  غعو٠ ٝزِ ِ١زلٚ ٍُػاٚ اللهٚ ٍِٗبو خٍٕ
 خ٠أ ٟف ٛغاوف ذلٚ ٟجؼ٠ لؽاٌٛا يٚبؾث...ٟٕؼ٠ كٍطٌّٕا اكب٘ ّٓف ٖاااا بٙ١ٍػ كٛؼزِ
 ٌٟا ٛ٘ ٟظوِ ٛٔا يٛم٠ ٚا ٛظوِ ٟف وىف٠ خٍؽوؾٌّ ٍِص٠ بِ ٝزؽ ّٟا
ل عٛظٌّٛا ٟف وصأزث خ١َفٌٕاٚ خ١َفٔ ضوٌّا اكب٘ ٍُٛججَ٠ بِ ٌٟا ؟ٟزّٙف..ٟٔلؼ
"كب٘ عٛظٌٍّٛ خجٌَٕبث ٟٕؼ٠ خَ٠ٛو ٟز١َفٔ بٔا ٟٕؼ٠ لله لّؾٌاٚ. 
 
 
 
 
 
 
 
 
 
ػ8 :  ضوِ ٞلٕػ ٛٔبو لاٚ ب١ئبٙٔ ٗ١ف حوىفِ لاٚ ٌٟا خجٌَٕبث ٞكبػ اللهٚ بٔا "
 ةوْثٚ ًوبثٚ ٟعبثٚ ػٚوث خغَٛجِ ٟرب١ؽ خْ٠بػٚ ع غٍطثٚ ٞكلاٚٚ بٔأ خْ٠بػٚ
 ًاوػلابػ ػٚوثٚ ّٟ ٞأ ٞلٕػ ٛٔبو لاٚ ٞٛفا هاك ٍٝػ ػٚوث ٞٛثأ هاك
"خع٠وِ ٟٔأو لاٚ دبجٍبٌّٕاٚ. 
 
 
 
ػ11 : ًجل ٗ٠ٍٛا ذٕو ٌٟا ٟف ...ٟف ذ١ٙزٌٍاٚ لاصا ٗ١ف وىفا ذٕو بِ !! ٞكبػ"
"ٞكبػ بٙ١ٍػ ػٚها ذٕو ٌٟا دلاؾٌّبػ ػٚهاٚ ...ٗ١ف ِروىف بِٚ. 
working, but because of the chemo sessions I 
undergo, I get fatigued quickly. Therefore, I 
try to distract myself and spend time by 
going to a café, hanging out with friends, 
praying, reciting Qur‘an, watching TV and 
among other things".  
 
C7: " Staying at home causes depression, 
especially for people who are used to work. 
Imagine how it feels like when someone is 
used to working, and then they stay at home 
for a whole year, not even knowing when 
they can go back to their work  and  normal 
life. Therefore, I try to spend my time doing 
many things, so as not to think about my 
disease, or why my disease is the reason  I 
am not working. Do you understand me? I 
mean I have to do anything so as not to think 
about the disease and thus have low spirits. 
You know, the mental health does matter. 
Thanks to God I am in good spirits".  
 
C8: "For me, I don‘t think about it at all. I 
live my normal life as if I suffer from no 
diseases. I live my life happily, I go wherever 
I want,   eat, drink, take my children to visit 
my family, visit my brother, and attend 
wedding parties. I live as if I am not sick".  
 
 
"C11: "Normal!! I wasn't even thinking about 
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 it and made my self-busy in …. In what I was 
doing before and I didn‘t think about it. I 
went to all the place I used to go to normal".  
 
ػ6 : ذ١عا بٔبف، و١زو ْبجؼر ذٕو ٝفْزٌَّبث ظٌبؼرا ذ١عا بِ يٚا بٔا..ٛؼِ ذٍّلأر "
 ذفّٛ بٌّٚ يبفغلأا بّٕٙظ ِٓ و١زو خجؼص دلابؽ ،دلابؽ ذفّٛ ٝفْزٌَّبػ
 هبجزػلابث ّٟا ب١ف ِف بٔا ٟٕؼ٠ ، ب١َفٔ ذؾرها بٔا هٍئا ف١و هٍئا بٔا يبفغلأا
اٚ ٟٔلػبٍ ٌٟا ّٟلاا اكب٘ٚ ٞو١غٌ خجٌَٕبثٚ ْاٚ ذ١ٍػ ٟرب٠ٕٛؼِ ِٓ خؼفك ٟٔبطػ
"...لّؾِ بٔل١ٍ ٍٝػ ٍٟص ٌٍُٙا ٖٚٚٚ ه١٘ بّ٠اك بٍٙظ الله ءبّ. 
 
 
 
 
ػ8 : ٞكبػ..ِروصأر بِ ، بٔا ٌٟا خجٌَٕبث ٞكبػ.. وجف ىٛغث ٞلٕػ ٛٔأو لاٚ ٞكبػ "
 ه١ٍػ ْٛٙزث ه١ٌٛؽ ًبٌٕا ًو ٟفْٛزث ، ْٛ٘ ٟفْٛزث بٌّ ْبّوٚ ٞكبػ ضوِ ٛٔلأ
ؼ٠ ْب١ٍِ ، هِّٛ٘ "خصغ" خ٠ّٛ ٞلٕػ ؼص ذٕو خ٠الجٌا ٟف ْب٘ ذ١عا بٌّ بٔأ ٟٕ
 ِٓ ًلأ ٍٓ ِٓ ٌٟٛؽ ٌٟا ب٠بجصٌا ًو ذفّٛ بٌّ ٌث17  ٞلث بٔأ ٟٕؼ٠ ذٍل خٍٕ
ِٕٓٙ َٓؽا ِِ لا ِٕٓٙ َٓؽأ ْٛوأ." 
 
 
 
 
 
 
ػ9 " : بٔا ."ْبّ٠ا" كب٘ ٛؾ١ث بِ ٞى .ٌٟا ةٛزىِ ّٟا كب٘ ،ٝظوٌّا ًو ٞى بٔا
ب١ؽ ًّوا ٟٔا ْبّ٠ا ٞلٕػ !!ِٟٙ ٞى ِ١ػاٚ ٟر." 
C6: "At first, when I came to the hospital to 
start the treatment, I was feeling low. 
However, when I saw other patients who 
suffer from severe conditions, especially 
children, I felt much better, because 
compared to them, I suffer from nothing. 
This helped me and lifted my spirits up. I 
hope my spirits will stay up".  
 
C8: "Normal, just as if I don‘t have it. Maybe 
it is for the best. For me, it was okay. I 
wasn‘t shattered, because it is a normal 
disease. Besides, when you see people here, 
you find your own light calamity. There are 
so many patients here. When I came here, in 
the beginning, I was heartbroken. However, 
when I saw all the girls who are younger than 
the age of 17, I was thinking like‖  I don‘t 
deserve better than them. We are all equal". 
 
"C9: "Like all patients of this disease, it is 
written for me. As they say, this is ―faith‖. I 
have faith that I should continue with my life, 
and live it as it is !!". 
 
Connectedness 
with other harmful 
cases 
Spirituality 
Coping 
ػ6 : "ؽ ٛٔا ٟؽّٛغ ًّوأ تثبؽ بٔا ٛٔا خ١ٍاهلٌا ٟرب١ؾٌ خجٌَٕبث خ١ٍاهلٌا ٟرب١
 بِ ٟٕ١ٍقِ ٟعلاػ حوزفث ٞب٘ حوزفٌا ٟز١ئٍ٘ حىبعا لفبِ ٟٔا ؼص ًّوا يٚبؽ
C6: " With regard to my studies, I would love 
to fulfill my ambition and finish my 
 Planning 
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 ٍِظ بِ ، ًّوأ ٞٚبٔ خؼِبغٌٍ خجٌَٕبث بٔأف ، ػّٛغ ٞلٕػ بٔا ٌث ٟزٍاهلث ٌ١ِْا
ٟزؼِبغٌ غعها بٙ٠لؼثٚ طلاػ صٍفأ ٞلث ف ٝعِ بِ لل." 
 
 
 
 
ػ9 : " ٛ٘ ٌٟا نلٕػ ٌٌٟٛٛمث ُٙٔا لاٚHodgkin lymphoma   ِفٛقث ٌث
 َالمٌ غٍط٠ ٚلثٚ ٟٕؼ٠ كٛؼز١ث لؽاٌٛا صٍف كب٘ ضوٌّا ٛٔا ذفوػ بٌّ ٌث ٟٕؼ٠
 تؼز١ث ان٘ٚ ًبٌٕا َلاو غَّ٠ و١ص٠ ٟٕؼ٠ ٚلث ءلا... اهٌٛ غٍط٠ ٚلث ِِ لؽاٌٛا
لث لؽاٌٛا خٌٛلٚ ٌٛبؽ ِْٝ لؽاٌٛا ٟٕؼ٠ هبٕٙ١ث ٟٕؼ٠"اهٌٛ غٍط٠ بِ َالمٌ غٍط٠ ٚ. 
 
 
 
 
 
 
"ػ11" :بٔأ وّبؼٌا فصٌا ٟف.... حل٠لغٌا خٌَٕا ٟف ذٍغٍ ٛٔا خٍاهلٌا ٚ!! ." 
undergraduate degree. It is true I am on sick 
leave now, but I will go back to school and 
finish my degree, as soon as I recover. I am 
almost done with it, and not many credit 
hours are left".  
 
C9: " They told me that I was diagnosed with 
Hodgkin lymphoma, which is not that 
serious. When I knew I was diagnosed with 
it, I accepted this fact, because one should 
look forward and not backward. One should 
not listen to people talk, because their talk 
will lead you to become depressed and to 
have a nervous breakdown. One should look 
forward and not backward".  
 
C11: "And studying… you see I enrolled for 
the next school year .. I am now in the tenth 
grade".  
 
ػ1 :"ٝفْزٌَّبث كٛعِٛ ْٛى٠ طلاؼٌا ". 
 
 
ػ3 :"! وفٛزِ ْٛى٠ اٚلٌا ٛٔا خٍ١ٍمٌا ع ....لاصأ كٛعِٛ ْٛى٠ طلاؼٌا َىلا ". 
 
 
ػ3 :ر ٟٕ٠نفبر لا ٟٕؼ٠ ..ٝفْزٌَّا ٟف خِلقٌا ْبّو " ِٓ ٓىٌَّا خجؽ ٟجٍط
" !ً١ٌٍبث ٟىٍصر ،وٙعٌا بٙ١جٍطر... وٙعٌا ٟىٍصر ػه  ؼجصٌا. 
 
 
 
C1: "The treatment should be available at the 
hospital". 
 
C3: "The treatment and medication should be 
available at the hospital". 
 
C3: " The service at the hospital should be 
improved. I am sorry to say that, but when I 
ask for a painkiller in the morning, they bring 
it in the afternoon, and when I ask for it in 
the afternoon, they bring it at night". 
Medication 
availability 
Medical care 
availability, 
AYAs‘ needs in 
coping with 
cancer 
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ػ6 : ْٛ٘ ٟعٌٛٛ١جٌا ىبٙغٌا نلٕػ لاضِ ٞى وفٛزِ ْٛى٠ ّٟا ًو َىلا ط٠وّو "
 ّٟلاا ٞكب٘ لاضّف ، ُ٘لٕػ ِف ٚا عبقٔ عهي١ث لؽ ِف لاضِ ْٛ٘ ٖااا ِٕٛ ِف
ُغؾث ٝفْزَِ ٛٔلا ُ٘لٕػ وفٛزِ ْٛى٠ َىلا ٗ١ف ْٛى٠ َىلا اكب٘ ." 
 
 
C6: "Everything should be provided for the 
patients in a  hospital as big as this one. Here, 
they don‘t have a biological device, and bone 
marrow transplantation are performed". 
 
ػ1 :"وضوا  حوربوك ٛج١غ٠ ....))و٠لمٌا(( ٟجطٌا هكبىٌا و١فٛر ". 
 
C1: "To provide a competent medical staff. 
To hire more physicians".  
 
Multidisciplinary 
team availability 
 
ػ2 :"ٟٕؼ٠ ٌ٠ٛو ْٛى٠ ٛغٌا ". 
 
 
ػ3 : ٛطؾث بٔب٘ يبغِ ِف ٟٕؼ٠ ْبّو "3 ٚ4 ا... خفوغٌا ٟف هاٚيٌ24  خػبٍ
"ِٟبٕر ٞهلمزث بِ ذلٌٛا ٌفٔ ٟفٚ، غٍغا الؾٌ ٟىؾر ٟووؾزر ٞهلمزث بِ ٟٕؼ٠،. 
 
 
 
 
 
ػ3 : ػغظا بٙ١ف بِ ًلا ٟٕؼ٠ ...كفاوٌّا داوِ َىلا ٟٕؼ٠ ،ِ١زؽه بِ ذٔا اماٚ "
" ًوع ْٟف ّٟا تٍغا ًوغٌبػ. 
 
 
 
 
ػ3 :ػبِٕ ييٕر ذٔبوٚ تؼرا ذٕوٚ دبػوغٌا دلفا بٔا هٍ١ىؽا ّٟ يٚا " ٟز
 ك٠وطٌا ٛٔا ٗعاٚا ْبو وجؼٌّبػ غٍغا َىلا ٛٔا خٍىِْ ٞلٕػ ْبوٚ.. ٟٕؼ٠ ذٕوٚ
 ٍٟػ ل١ؼث هاٌّْٛا ْبوٚ خ٠ول ٟف ٟٕؼ٠ بٔاٚ حوث ٛٔلا ٝفْزَّث ذٕو ٟٕؼ٠.. خٍ٠ٛغ
ٝفْزٌَّا ٍٟصر ٟٔا دبثٛؼصٚ ءب١ّلاا ٞب٘ ِٓ تؼرا و١ضو ذٕوٚ ." 
 
 
C2: "The atmosphere should be positive".  
 
 
C3: "There is no extra space here because 
they provide one room for three or four 
patients. We have visitors all day long, as a 
result, we can‘t move in the room as we 
want, we can‘t sleep and we can‘t tell them to 
leave". 
 
C3: "When I need something, I should go and 
ask for it on my own, or I can ask for the help 
of my attendant. However, I think they 
should provide a call- bell to make things 
easier for us".  
 
C3: "Firstly, when I started to take the 
chemical doses, I was feeling fatigued and 
my immune system weakened. I faced the 
problem of going through a long way to the 
checkpoint because the hospital was not in 
my village. This was one of the obstacles I 
Environment 
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ػ10 :ف بِٕ ت٠ومٌا َاهٚلاا يووِ خٍىٌّْا ًعث " ٟعبث بٔا ُؾٌ ذ١جث ْٛ٘ لاضِ ٟ
 ٟعا بِ ًجل َٟفٔ ػغظ ٍّٟؼ١ث ّٞٛ اكب٘ وّٙ ًو هبجزػبث ٟٕؼ٠ خفبَِ ِٓ
"ًعفا ْٛىث بٙ١ف بٔا ٌٟا خٕ٠لٌّا ٟف وفٛزِ لاضِٛٔا ٌٛ ٌث ، عٛجٍبث. 
 
 
 
 
 
ػ3 : ٓ١ِٛ٠ ًو فّاوٌْاٚ، دبِبّؾٌا خئ١ٍ خِلقٌبف "3  فّوٌْا هٌو١غ١ٌ
"!!حوِ. 
faced; the long way to the hospital that makes 
me get more tired". 
 
C10: "The nearest Oncology Center is this 
one, in Bethlehem. I face the problem of 
coming all this way every month. This puts 
me under stress a week before the day of the 
treatment. If they establish an Oncology 
Center in my city, things would be much 
better". 
 
C3: "Poor service; the bathrooms are bad, 
and they change bed sheets every three days". 
 
ػ4 : خؾ١ِٕ خٍِبؼِ ِف ٟٕؼ٠ بٙ٠لؼث..خ٠كبػ و١زو ْٛ٘ خٍِبؼِ ٟعبث ْٛ٘ بٔا "
لاؼٌب٘ ِٓ صٍفا ٛٔا ٟػلث ٌث بٔا ٟٕؼ٠ ، ب١ئبٙٔ ْٛ٘ ِؼعها بِ ْبْػٚ ط
 ٚا ٟؼِ دهبص خٍغّ ٍٛ١ىؽا ٟعبث َٛفٔ هٛزولٌا ِٓ بجغلاا ِٓ... ٝفْزٌَّبػ
 ػوغزث ٟٕؼ٠ ٛٔا لى١٘ حهٛزوك ٟف ْبّوٚ ب١ئبٙٔ ٟٕؼَّ١ث بِ ٌٟبؾػ بٙزظؽلا
اااب١ئبٙٔ ٍُٙجمززث بِ.. بٍٕػ ٝظوٌّبث ." 
 
 
 
 
 
ػ4 :ٍٕػ ٝظوٌّبث ػوغزث ٟٕؼ٠ ٛٔا لى١٘ حهٛزوك ٟف ْبّوٚ " ٍُٙجمززث بِ.. ب
"!! اااب١ئبٙٔ. 
 
 
ػ4 : ًىْث بٕؽا ٛٔا ضٚوفٌّاٚ  ّٟا ُ٘ا خؾ١ِٕ ْٛىر  خٍِبؼٌّّا ٛٔا ًلالابػ "
 بِٚ ؿوصث ْٛ٘ ٛٔا تٍغلاا...ّٟلاا كب٘ فْٕٛث بِٚ ؼ١ِٕ ًىْث ًِبؼزٔ ْٛ٘ َبػ
" حوِ ِٓ وزوا هبص ّٟلاا اكب٘ لغٕػ.. بٕ١ف ٍٛجمزث. 
C4: "Here, they are not nice. They never treat 
us nicely. I pray to recover soon, so as not to 
be forced to come to this hospital again. The 
doctors are not nice here. For example, I try 
to tell the doctor about something that 
happened to me, or something that I noticed, 
he doesn‘t pay any attention to me. Another 
doctor does the same, she even hurts us (the 
patients) explicitly. She doesn‘t accept us.  
 
C4: "There is a doctor who keeps hurting the 
patients deliberately. She doesn‘t accept 
them". 
 
C4: "They should, at least, treat us in a better 
way. In general, here, we all should treat 
each other nicely, but unfortunately, we don‘t 
Patient-
physician/nurses 
communication 
 
Health-care 
communication 
needs 
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ػ6 :هٚك تؼٍ١ث ط٠وّزٌا ُلبغ "  ط٠وٌّا غِ ٝظوٌّا غِ ٛزٍِبؼِ بؼجغ ،و١جو
 لاضِ ٛٔا ٟٕؼ٠ فٍزقزث ٟٕؼ٠ ّٟا ًو ٓػ فٍزقزث دبِاوزؽا ٟف ٛٔا ٟٕؼ٠ ٚلػبَزث
" خَ٠ٛو خٍ١ٍٚ وجوا اكب٘ ضوٌّبث نلػبَثٚ هؼِ ّٟبِٚ هِوزؾ١ث لؽاٌٛا. 
 
 
 
ػ8 :فبؼٌا ُٙ١طؼ٠ الله... ىبزٌّّا قٛف ُٙز٠بػه اللهٚ ْب٘ ٌُٙا خجٌَٕبث ُٙز٠بػه" خ١
 لؽلاا َٛ٠ ٟغ١ر ٌٛ ذٔا.. قب٘هاٚ تؼر ٛجؼز١ثٚ ىبزٌّّا قٛف ٟٕؼ٠ خؽاوص...
 ٖبؼِ ٌٟاٚ َ ٛثأ ٟٕؼ٠ اللهٚ ٚٚٛجؼز١ث اللهٚ ػغظ ُٙ١ٍػ ُ٘لٕػ ٌٟا قب٘هلاا ٟفْٛرٚ
 ٍٝػ ٟؽ ٌٛٛم٠ ٝزؽ تؼر ٛجؼز١ث ٟٕؼ٠...ٟٕؼ٠ الله بٕثه ، وفلاا ِٓ ٛجؼز١ث ذٕجٌا
ؼ٠ خؽاوص ةهٚ تٍمث ٍٛغزْ١ثٚ ػلافٌا" لله لّؾٌاٚ خعبؽ لاٚ.. ٟٕ . 
 
 
 
ػ10 :"ؼ١ِٕ و١زو ْٛى٠ حوربولٌا ًِبؼر ّٟ يٚا ". 
see this. Most of them,  shout at us and don‘t 
accept us. This happened several times".  
 
C6: "The nursing staff plays a key role. The 
way they treat the patient helps him or her. 
The nurses treat the patients nicely; they 
respect them, stand by them, and help them 
cope with the disease".  
 
C8: "The hospital care here is excellent, may 
Allah give them the strength. Honestly, their 
care services are really excellent, they make a 
great effort. On Sundays, they have a lot of 
work and they make great efforts. Genuinely 
speaking, that man and that girl do a lot of 
work effectively". 
 
C10: "Firstly, the physicians should treat 
their patients nicely".  
ػ1 :"هٚلٌبػ ٕٝزَر بِ ًبٌٕا ". 
 
 
ػ5 :لقٌا خ١ؽبٔ ِٓ ءٍٟ الع بٕػ دب١فْزٌَّا َبظٌٕا ٖااااا " ذلٚ ٚلفٛث ، دبِ
"حوٌّبث ُ١ظٕر ِف و١غٚ . 
 
 
ػ5 : حوِ ٟٔبرٚ كٛعِٛ ِِ هٛزولٌا حوِ يٚا ذ١عا بِ ْٛ٘ ذؼعه بٌّٚ "
 لؼلا حوِ شٌبصٚ كٛعِٛ ِِ هٛزولٌا4  ُله لفٛر ْٛ٘ ٟغ١ر بٌّ ، ٕٝزٍا دبػبٍ
 ٗػبٌَبػ ٟغ١ر6  ُله لفٛر20  ٗػبٌَبػ ٟغ١رٚ9  ٚ8  ُله لفٛر30  ذٍطجف،
 ٟعا دوص قوفر8 ..9..10 " 
 
C1: "People don‘t wait in line".  
 
 
C5: "Poor hospital care, they are not 
organized, and they take much time to carry 
out tasks".  
 
C5: "When I came the first time, the doctor 
was not here. I came again, he wasn‘t here. I 
came for the third time and waited for four 
hours to see him. When you arrive here at 6 
am, you get to number 20 in line, whereas, 
Better waiting 
time management 
 
Care center 
system 
management 
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ػ5 : ٗػبٌَا ِٓ ٝفْزٌَّا ِٓ ٍٛع٠ ٛٔا ُهلم١ث ٖااا "8  ؼجصٌا9  ٗػبٌٍَ ؼجصٌا
2  وصأر ٓىِّ خٍغّ ءٍٛا خ٠بٌٕٙا ٟف... ط٠وٌّا ػغعزث خئ١ٍ خٍغّ ٞب٘ٚ وصؼٌا
 "... بٕ١ٍػ 
 
when you arrive at 8 or 9 you get to number 
30, so it doesn't matter to me anymore, I 
come at 8,9 or 10".  
 
C5: " Patients can‘t keep waiting at the 
hospital from 8 or 9 am to 2 pm. This is bad 
and puts more pressure on them. This is the 
worst thing that may affect them".  
 
ػ2 :ً٘لاا خ٠بػه " ،" خ١َفٌٕا خؽاوٌا. 
 
ػ5 : َٟفٌٕا ػغعٌا ٚا خ١جصؼٌا اٛ٘ ّٟا ءٍٛا..ٟٕؼ٠ اكب٘ ضوٌٍّ خجٌَٕبث "
 خٍؽوِ ٞا ي خٍؽوِ ٞا ِٓ ضوٌّا ٍٛمٕ٠ ٓىِّ يٚل٘ ِٓ ٓ١زٍغّٚ ٓىِّٚ ٜوفا
"ٌٛبؾػ ػغظ ْبَٔلاا اما ٟٔبص ءيع ي َلٌا ِٓ ًمزٕ٠. 
 
 
 
 
ػ7 : َىلا ، ٚلٕػ ٌٟا خ١ٍفالٌا خئ١جٌاٚ ٍٛ٘أ ب١٘ ط٠وٌٍّ ّٟ ُ٘ا هٍ١ىؾث لا٘ "
 ضوٌّا حوزف ٟف سالؽلاا دب٠وغِ ٟف خٍِبىٌا خ١ػٛزٌا ً٘لاا لٕػ ٟف ْٛى٠
"ط٠وٌّا لٕػ حٛعٌّٛا. 
 
 
ػ7 :ِٛ ٍٚٚٛهلر َىلا ّٟا ٟٔبص " َٞٛث ّٛ ٛٔا ْبغوٌَا ضوّث ٛػٛزر عٛظ
" .اوىّٚ ط٠وٌٍّ ْٛىزث خّػاك خٙع وجوا بّ٘ ً٘لاا ٛٔلا ًّؼ١ث ّٛ ٛٔا. 
 
 
 
 
ػ8 : ّٛ ًوٛر ّٛ ٛٔا بٍٙ١ىؾث ٟجٕع حلػبل حلؽٚ بٙ١٘ ٟٕؼ٠ و١ضو ٟىؾث بٔا ٟٕؼ٠ "
 خػبٌّٕا ذٔبو بٔا... خػبٌّٕا وثا ُلفٛر بِٚ ب٘لٕػ ل٠ير خػبٌّٕا ْبْػ ةوْر
C2: "Parental care, psychological comfort".  
 
C5: " With regards to this disease, the worst 
thing that may affect the patient is getting 
angry, and depressed. If the patient keeps 
these low spirits, their condition will get 
worse, and the cancer cells may spread to 
other parts of the body".  
 
C7: " The family environment plays a key 
role in keeping the patient‘s spirits up. The 
family should have the full consciousness of 
the course of events of the patient‘s life".  
 
C7: "Secondly, you should study the subject 
of how to raise the awareness for cancer, 
especially among the families of the patients 
as the most important supporters for them. 
Thank you".  
 
C8: "I am so social, I told the girl who was 
sitting next to me how my immunity system 
Psychosocial 
emotional support 
 
Psychosocial 
support 
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ٔ ٞلٕػ ٟؼفور ِزؼػبِٕ ٟؼفور ّٛ ٟثوْر ّٛ ٍٟوٛر ذٔا ّٛ بٌٙا ذ١ىؽٚ خٌىب
 غِ ٟطَجٔاٚ هرب١ؽ ْٟ١ػٚ ٟؼٍغا ضوِ نلٕػ ٟف ٛٔا عٛظٌّٛا َٟٔا ِىِك
 هرب١ؽ و١صزثٚ ٗ١ٍجمززث ذٔا بِ ًو ضوٌّا عٛظِٛ ٍٟبٕززث بِ ًوى َٟٔاٚ ٌُبؼٌا
"... حكاها ٚلث ٛٔلا ًجمز١ث ٝزؽ هَّعٚ َٓؽا. 
 
 
 
 
 
 
 
ػ10 :... " غفاك ٛطؼ٠ لاصا حوربولٌاٚ وفٛزِ ْٛى٠ اٚلٌا ٟٕؼ٠ ّٟ ُ٘ا ٛ٘ ٖاااا..
"ؼ١ِٕ َٟفٔ. 
 
 
 
ػ12" :دبِلقٌا!!   ٍٟ٘ا ٝزؽٚ دبظوٌّّاٚ ٓ١ظوٌّّا ِٓ وصل لؽ بِ لله لّؾٌا
لله لّؾٌا........وصل الؽ لاٚ." 
 
was weak and how I boosted it. I advised her 
what to eat and drink in order to boost her 
immune system, raise the hemoglobin level, 
and stop taking any injection needles. I told 
her how she should forget about the disease 
and live her life happily with the people 
around her. As much as you try to forget 
about the disease, as better as your life will 
be and your body adjusts, because of the 
willpower matters". 
 
C10: "Most importantly, the medication 
should be available, and the doctors should 
encourage and support the patients 
psychologically". 
 
C12: "Services!!,  Thank God no one went 
short of service, nurses and my family alike, 
no one went short of service to me …. Thank 
God".  
 
ػ7 : ْبو ٛفّٛا ذٕو لؽاٚ ًو عٛظٌّٛا خ٠الث ٟف بٔا خٍغّ هٍ١ىؽا ٞلث ٖاااا "
٠بص بٕثه ٛجربو ٌٟاٚ ِفبقر ٍٟم٠ ٍٟ١ىؾ٠ ٍٟػ ٟغ٠ نلث دّٛر نلث ذٔا ٟٕؼ٠ ،و
 ه١ٍػ بعا ٌٟا كب٘ َكا ٟٕجٌا !!ِ١١١ٌ! َكا ٟٕجٌا ػجؾ١ث اكب٘ ٟىؾٌا ٕٝؼِ دّٚٚٛر
 ّٛ فوؼزث ذٔا خ٠ٚبفّ١ٌٍا كلغٌا ٞلٕػ بٔا تغ.. ٚلٕػ بِ ٟىؾٌا كب٘ هٌبىؽٚ
 ًربل ْبغوٌَا لا !؟ٛٔبغوٍ ٍُا فوؼزث ت١غ ِفوؼزث لا ػثيٌبث ٟظوِ ص١قْر
ؼث لا٘،، ٍٛاه ٟف ه١٘ ِمٍمر ٟٕؼ٠ ٕٗغٌا ًفلر نلث ذٔا ٛٔا ٍٝػ ٟؽٛ٠ َلاو ه١ط
 ٛٔبو و١ضو بٔأف ،ب١ٍفاك ط٠وٌّا ػجؾث ّٟلاا امبٙف امبٙف ؟ٟزّٙف دِٚٚٛ ػٚٚٚه
 ٛفلٚا ذٕو خٌّيو بٔا ّٛ فهبػ ِِٚ ِمٍمر ٟىؽ ه١٘ لاضِ ٌٟٛىؾ٠ ٌٟٛٙعٛز٠
.. ؼئبصٌٕ خعبؽ ِِٚ بّٙ٘بف بٍٙو ٞب٘ هِٛلاا بٔا ٌٍٛٛلاٚ ٚلؽ لٕػ." 
 
C7: "I want to tell you something; at first, 
when they diagnosed me with cancer, people 
used to come and say: don‘t worry, what is 
written for you will come to you. They made 
me depressed because they mean that I will 
die in all cases. Why!!! I suffer from lymph 
nodes cancer, which is not that serious.  
However, they come and say this without 
even knowing what type of cancer I have. 
They just conclude that I will die because of 
Social 
understanding 
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ػ7 : بٔا سلاص ٓ١ٕص لؽاٚ ٟؼظٚ خٌّى بٔا ٍُٙزٍل ّٟلاا هبص بِ يٚا ٍٟ٘ا ٝزؽ "
 بٔا ٌٟا غظٌٍٛ خجٌَٕبث ٟػٚ ٛولٕػ ْٛى٠ خ١ؽبٔ ِٓ سلاص ٓ١ٕصا لؽاٚ ُىِٕ تٍطزث
 ٖبؼِ ِ٠بؼزٔ َىلا بٕؽاٚ ب١ٌبؽ دّٛ٠ ٚلث ٌّٗى اكب٘ صٍف ٛٔا ٌُٚٚٛٛمربِ ٗ١ف
ث ااالا لا دّٛ٠ ٚلث خٌّى ٛٔا ٍٝػ بٔلثٚ طؼث ع ًجٙزٔ بٔلثٚ طؼث غِ ًربىزٔ بٔل
 ٍٛؼٍطٔ ٓ١ؾٌا اكب٘ ٛٔا ِِ طؼث لػبَٔ ٌٟا حو١ضو دلاغّ ًّؼٔ بٔلثٚ طؼث تٍغٔ
 ع ؼ١صر ب٘لث ه٠ل٘ ٚا ٟٕثا ٍٝػ ؼ١صا ٞلث بٔاٚ حوَؾٌا ٓ١ؼثٚ لاضِ خمفٌْا ٓ١ؼث
خ١َفٌٕا ّٟ يٚا ِفٛقث بِ ّٟا ٟؼ١جغ ّٟا اكبٙف ٖااااا. ب٘ٛفا ٍٝػ ٚا بٙزفا 
70" ، بؼجغ ٍُٙزىؽ ه١٘ طلاؼٌا ِٓ %. 
 
 
 
 
 
ػ11 :لا ااالا "!!!   حكب٠ى و١صر دبِلقٌا ٛٔا خ١ؽبٔ ه١ٍػ و١صر ل٠لع ّٟا ِجؾزث
 ،ٍٝؽا ٟؼ١جغ ْٛى٠ ّٟلااٚ ٍٚٚٛؽ ِِ ّٟلاا ٓػ حكب٠ىٚ ٛ٘ كب٘ٚ َٚيٌٍا بٕػ
 ُو١غز٠ بِ ٟٕؼ٠ ِٟٙ ٞى حوّزَِ ًظ  هرب١ؽ ٞى ٟٕؼ٠ ّٟا ُو١غز٠ بِ ٟٕؼ٠
ّا بٙ١فٟ". 
 
cancer. They start to say things that mean: 
you will go to heaven, don‘t worry, go and 
die. Do you understand me? This hurts the 
patient and makes them depressed. For me, 
as a man, I stop them by telling them that I 
understand everything and I don‘t need any 
advice". 
 
C7:"When I knew about my disease I 
informed my family and asked them to be 
aware of my new situation, not to feel sorry 
for me, not to treat me as a person who will 
die soon, to fight with me, to joke with me, 
and to do  things as usual in order to help 
each other accept this fact. I want to shout at 
my son as usual, and my daughter to shout at 
her sister or brother. I want everything to be 
normal, because my disease is a normal 
disease, and 70 % of its recovery depends on 
fine spirits".  
 
C1: "No no!!! ..you wouldn‘t like when 
things are new to you and too much on you .. 
andso.and it isn‘t always nice to make a 
thingoverdone,it's better to leave things 
naturally,  I meant not to change things like 
yourlife. Where it should stay as it is not to 
change anything in it".   
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 )3( xennA
 cibarA-snoitseuQ ataD cihpargomeD
  :الإحصائُت انبُاواث انذَمىغشافُت
 
  .................انؼمش .1
  أٔضٝ ة)                     موو  أ) :اندىش .2
  أفوٜ   ط)              اٌَّ١ؾ١خ  ة)        الإٍلاَ  أ)  :انذَاوت .3
  حذَىك ؟ كُف حقُم دسخت .4
                            1                      2        3  4              5    
    مخذَه غُش         مخذَه خذا
  ِق١ُ  ط)             لو٠خ ة)              ِل٠ٕخ   أ) :         انضكه .5
  عبِؼٟ )٘ـ              صبٔٛٞ  ك)            إػلاكٞ ط)           اثزلائٟ ة)           ٌُ أرؼٍُ   أ)   :انخؼهُم .6
                                وٍٟ أػًّ ثلٚاَ ة)                   أػًّ لا أ)   :انحانت انىظُفُت .7
  فٟ اعبىح ِوظ١خ ٌىٓ ؽبٌ١ب أٔب أػًّ،  ك)        أػًّ ثلٚاَ عيئٟ )ط                      
  0005 ضو ِٓأو ط)        0005 - 0003  ة)       0003 ألً ِٓ أ): انشهشٌ انؼائهت دخم .8
غ١و   ط)            ِغ اٌؼبئٍخ أٍىٓ  ة)        أٍىٓ ٌٛؽلٞ أ)    :انظشوف انمؼُشُت .9
  ................ؽلك......،مٌه
   ّقص ِلفٛع الأعو  ط)            أؽل افواك اٌؼبئٍخ  ة)   أػزٕٟ ثٕفَٟ  أ)  :انشخص انزٌ َؼخىٍ بك .01
  ؽلك.................................. مٌه، غ١و )٘ـ       ك) ِؤٍَخ ف١و٠خ                                            
     ِزيٚط غ١و ة)            ِزيٚط  أ)            الاخخماػُت: انحانت .11
  :______ فٟ ؽبي ٔؼُ، ِب ٘ٛ ػلك الأغفبي  لا  ة)                 ٔؼُ  أ)  ؟هم نذَك أطفال نهمخزوج، .21
  ألَبَ كافٍ١خ  ة)     ػ١بكاد فبهع١خ  أ)                   :قضم انؼلاج .31
:........................................................................................................................انخشخُص .41
  ....
  أّٙو 6أوضو ِٓ    ط)      وأّٙ 6-3ِٓ    ة)      أّٙو 3ألً ِٓ   أ)       :مىز مخً حأخز انؼلاج .51
  (٠ّىٓ افز١به أوضو ِٓ ف١به) :وىع انؼلاج .61
  ٘وِٟٛٔ  )ك              عواؽٟ  ط)           إّؼبع  ة)            و١ّبٚٞ  أ)          
  ؟مه طاقم انؼلاج حىل مشضك مؼهىماث ػهً ما مذي حصىنك .71
                      5        0   
   
                                     01                  
    
  كثُش خذا                              بشكم مخىصط     إطلاقا 
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 )4( xennA
 cibarA -elacS EPOC feirB ehT
 
 EPOC feirB
ابت خالإ انضشطان مه خلال انطشق فٍ انخؼامم مغ مشض مذي حماسس هزي أٞ إنً انشخاء ححذَذ
 سبؼت: مه انخُاساث الأ ٍنك /نككثش ملائمت ححج انؼباسة الأ  اسةإشبىضغ  
 انشقم انضؤال أبذا وادسا أحُاوا غانبا
أشغل نفسي بالعمل والأنشطة الأخرى لكي     
 أنسى وضعي الحالي.
 )1
أركز جيودي في مساعدة نفسي لمتعامل مع     
 مرضي.
 )2
 أقنع نفسي بأن كل ما أمر بو ىو غير حقيقي    
 .(خيال)
 )3
"الأدوية  أتعاطى الكحول أو الأدوية المخدرة    
 .لأشعر بتحسن  المسكنة"
 )4
 )5 .يدعمني الآخرون نفسيا    
يأست من محاولات مكافحة المرض والتصدي     
 .لو
 )6
أقوم باللازم في محاولة مني لتحسين الوضع     
 الذي أعيش فيو.
 )7
 )8 .ميأرفض تصديق ما حدث    
أستخدم الكلام والحديث لمتخمص من مشاعري     
 السمبية.
 )9
في كيفية  يساعدني الآخرون وينصحونني    
 التعامل مع وضعي الصحي بعد المرض.
 )11
"الأدوية أتعاطى الكحول أو الأدوية المخدرة    
لتساعدني في تجاوز وتخطي  المسكنة
  وضعي.
 )11
ل النظر أحاول التعامل مع المرض من خلا    
اليو من جوانب متعددة (منظور آخر)، لعمو 
 )21
 041
 
 .يبدو أكثر ايجابية 
 )31 .أقوم بانتقاد نفسي    
 )41 .أحاول التخطيط لما عمي فعمو    
 )51 يواسيني المقربون مني ويتفيمونني.    
 )61 .يأست من محاولات التأقمم مع الوضع    
 )71  ما يحدث لي. أفكر في ايجابيات    
 )81 .أسخر منو أقول نكتا عن مرضي و    
أتناسى مرضي بممارسة أنشطة مثل 6     
القراءة  مشاىدة الأفلام والبرامج التمفزيونية، 
 .،أحلام اليقظة، النوم والتسوق
 )91
 )12 .أتقبل حقيقة ما حدث لي    
أعبر عن مشاعري السمبية تجاه وضعي     
 .الصحي
 )12
راحة من خلال معتقداتي الدينية أبحث عن ال    
 .والروحية
 )22
أطمب مساعدة ونصيحة الآخرين فيما يتعمق     
 .بما يجب أن أفعمو
 )32
 )42 .أتعمم التعايش مع المرض    
أفكر مميا في الخطوات التي يجب اتخاذىا في     
  حياتي.
 )52
ألوم نفسي عمى الإصابة بالمرض     
 (السرطان).
 )62
 )72 .أتأمل مي أوأص    
 )82 .أسخر من وضعي الحالي    
 وحقيقةعن حقائق الوجود  وأتساءلأفكر     
 ذاتي.
 )92
أىون عمى نفسي بالتفكير بما يعاني منو     
 من أمراض ومصاعب الحياة. الآخرون
 )13
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Annex (5) 
The Brief COPE Scale- English 
 
The Brief COPE Scale (Carver, 1997) 
Brief COPE  
These items deal with ways you've been coping with the stress in your life since you found 
out you were going to have to have this operation.  There are many ways to try to deal with 
problems.  These items ask what you've been doing to cope with this one.  Obviously, 
different people deal with things in different ways, but I'm interested in how you've tried to 
deal with it.  Each item says something about a particular way of coping.  I want to know 
to what extent you've been doing what the item says.  How much or how frequently.  Don't 
answer on the basis of whether it seems to be working or not—just whether or not you're 
doing it.  Use these response choices.  Try to rate each item separately in your mind from 
the others.  Make your answers as true FOR YOU as you can. 
 1 = I haven't been doing this at all  
 2 = I've been doing this a little bit    
3 = I've been doing this a medium amount    
4 = I've been doing this a lot  
1.  I've been turning to work or other activities to take my mind off things.  
 2.  I've been concentrating my efforts on doing something about the situation I'm in.   
3.  I've been saying to myself "this isn't real.". 
 4.  I've been using alcohol or other drugs to make myself feel better.  
 5.  I've been getting emotional support from others.  
 6.  I've been giving up trying to deal with it.  
 7.  I've been taking action to try to make the situation better.  
 8.  I've been refusing to believe that it has happened.  
 9.  I've been saying things to let my unpleasant feelings escape.   
10.  I‘ve been getting help and advice from other people.  
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11.  I've been using alcohol or other drugs to help me get through it.  
 12.  I've been trying to see it in a different light, to make it seem more positive.   
13.  I‘ve been criticizing myself. 
14.  I've been trying to come up with a strategy about what to do.  
15.  I've been getting comfort and understanding from someone.  
16.  I've been giving up the attempt to cope. 
17.  I've been looking for something good in what is happening.  
 18.  I've been making jokes about it.   
19.  I've been doing something to think about it less, such as going to movies,   watching 
TV, reading, daydreaming, sleeping, or shopping.  
 20.  I've been accepting the reality of the fact that it has happened.  
 21.  I've been expressing my negative feelings.   
22.  I've been trying to find comfort in my religion or spiritual beliefs.  
 23.  I‘ve been trying to get advice or help from other people about what to do.  
 24.  I've been learning to live with it.   
25.  I've been thinking hard about what steps to take.   
26.  I‘ve been blaming myself for things that happened. 
 27.  I've been praying or meditating.   
28.  I've been making fun of the situation. 
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 )7( xennA
 cibarA -snoitseuq ediug weivretni htped-ni evitatilauQ
 
 
 
 
 نهذساصت انىىػُت: انضؤال انشئُضٍ
 أٔه ِو٠ط ثبٌَوغبْ ؟ ػٕلِب ػٍّذ ٚهكح فؼٍه ً٘ ٌه أْ رقجؤٟ، ِبما فؼٍذ )  1
 ؟ ٗٚرألٍّذ ِؼ ثّوض اٌَوغبْ إصبثزه ) و١ف ٚاعٙذ2
رَبػلُ٘ ػٍٝ اٌزألٍُ  لل ػب٠خ اٌصؾ١خ ٌّوظٝ اٌَوغبْ ٚاٌزٟ)  ثوأ٠ه، ِب ٟ٘ الأِٛه اٌزٟ ٠غت رٛفو٘ب ٌزؾَ١ٓ اٌو3
 ثْىً أفعً ِغ اٌّوض؟
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 )8( xennA
 cibarA -evitatitnauq fo tnesnoC demrofnI
 
 خامؼت انقذس
 
 مىافقت ػهً انمشاسكت فٍ بحث ػهمٍومىرج 
 رؾ١خ غ١جخ ٚثؼل،
فٟ عبِؼخ اٌملً. ألَٛ  الأٚثئخاٌصؾخ اٌؼبِخ ٚػٍُ أٔب أًِ ٍٍّبْ، غبٌجخ ِبعَز١و فٟ ثؤبِظ 
فٟ  93 إٌٝ 51كهاٍخ اٍزوار١غ١بد اٌّوظٝ اٌن٠ٓ رزواٚػ أػّبهُ٘ ِب ث١ٓ  إٌٝثؼًّ ثؾش ٠ٙلف 
 اٌزؼبًِ ِغ ِوض اٌَوغبْ ٚمٌه ٌَّبػلح صبٔؼٟ اٌَ١بٍبد فٟ اٌزقط١ػ ٌجواِظ اٌوػب٠خ.
اٌزبِخ ٌٍّْبهو١ٓ فٟ  اٌَو٠خ ٚاٌقصٛص١خبْ اٌّْبهوخ فٟ ٘نا اٌجؾش ٟ٘ افز١به٠خ ٚغٛػ١خ، ِغ ظّ
٘نٖ اٌلهاٍخ، ٚونٌه ِؼٍِٛبد ٘نٖ اٌلهاٍخ ٍزجمٝ ٍو٠خ ٚرَزقلَ ٌغوض اٌجؾش اٌؼٍّٟ فمػ، ٌنٌه لا 
كاػٟ ٌىزبثخ الاٍُ اٌْقصٟ. ٚ٠َزط١غ اٌّْبهن فٟ اٌّْبهوخ فٟ اٌلهاٍخ أٚ هفعٙب أٚ الأَؾبة 
 ٍزجبٔخ.الإْبء ِٓ رؼجئخ ٠ِٕٙب فٟ أٞ ٚلذ 
ٞ اٍزفَبه ؽبٌٟ أٚ لاؽك ٠ّىٕه الارصبي ِغ اٌْقص اٌمبئُ ػٍٝ اٌجؾش فٟ أٞ ٚلذ أٟ ؽبي ٚعٛك ف
 ػٍٝ اٌؼٕٛاْ اٌزبٌٟ:
 الاٍُ: أًِ ٍٍّبْ
 moc.liamtoh@jah.la_alomaاٌجو٠ل الاٌىزوٟٚٔ:
  6154978250: اٌزٍفْٛهلُ 
 َ فٟ ٘نا إٌّٛمط.ثمواءح ِب رمل إلواهنرٛل١ؼه ٌٙنا إٌّٛمط ٠ؼٕٟ ٘نٖ اٌّٛافمخ ِٚزعّٕب 
______________________                      :اٌّْبهن
 ____________________:اٌزٛل١غ
 ____________________  :ػبَ) 81اٌٛصٟ اٌمبٟٔٛٔ(ٌٍّْبهن ألً ِٓ 
 ____________:اٌزبه٠ـ
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 )9( xennA
 cibarA - evitatilauq fo tnesnoC demrofnI
 خامؼت انقذس
 بشوامح انذساصاث انؼهُا
 
 مىافقت ػهً انمشاسكت فٍ بحث ػهمٍ
 رؾ١خ غ١جخ ٚثؼل،
فٟ عبِؼخ اٌملً. ألَٛ  الأٚثئخاٌصؾخ اٌؼبِخ ٚػٍُ  أٔب أًِ ٍٍّبْ، غبٌجخ ِبعَز١و فٟ ثؤبِظ
فٟ  93 إٌٝ 51كهاٍخ اٍزوار١غ١بد اٌّوظٝ اٌن٠ٓ رزواٚػ أػّبهُ٘ ِب ث١ٓ  إٌٝثؼًّ ثؾش ٠ٙلف 
اٌزؼبًِ ِغ ِوض اٌَوغبْ ٚمٌه ٌٍقوٚط ثزٛص١بد لل رَبػل  صبٔؼٟ اٌَ١بٍبد فٟ اٌزقط١ػ 
 ٌجواِظ اٌوػب٠خ.                     
اٌزبِخ ٌٍّْبهو١ٓ فٟ اٌَو٠خ ٚاٌقصٛص١خ فٟ ٘نا اٌجؾش ٟ٘ افز١به٠خ ٚغٛػ١خ، ِغ ظّبْ  اٌّْبهوخ
٘نٖ اٌلهاٍخ، ٚونٌه ِؼٍِٛبد ٘نٖ اٌلهاٍخ ٍزجمٝ ٍو٠خ ٚرَزقلَ ٌغوض اٌجؾش اٌؼٍّٟ فمػ ، ٌنٌه لا 
 ثبلاٍُ اٌْقصٟ.  كاػٟ  ٌٍجٛػ
. ٠َزط١غ اٌّْبهن/ٖ أ٠عب فٟ فلاي اٌٛلذ ٚاٌّىبْ اٌنٞ ٠ٕبٍت هغجزىُ إعوائٙباٌّمبثلاد ٍ١زُ 
اٌلهاٍخ ػلَ اٌزؾلس ف١ّب لا ٠و٠لٖ  أٚ الأَؾبة ِٕٙب فٟ أٞ ٚلذ ٠ْبء ِغ اٌؼٍُ ثأْ اٌّمبثٍخ اٌْقص١خ 
ٌُ  ٚإماٍٚٛف ٠زُ رَغ١ً اٌّمبثٍخ ثؼل ِٛافمزه،  ٍبػخ ٔصف إٌٍٝبػخ  هثغلل رزواٚػ ِلرٙب ِٓ 
 ٞ ػٍٝ اٌزَغ١ً ٍٛف ٔىزفٟ ثأفن اٌّلاؽظبد./رٛافك
ٟ ؽبي ٚعٛك أٞ اٍزفَبه ؽبٌٟ أٚ لاؽك ٠ّىٕه الارصبي ِغ اٌْقص اٌمبئُ ػٍٝ اٌجؾش فٟ أٞ ٚلذ ف
 ػٍٝ اٌؼٕٛاْ اٌزبٌٟ:
 الاٍُ: أًِ ٍٍّبْ
 moc.liamtoh@jah.la_alomaاٌجو٠ل الاٌىزوٟٚٔ:
  6154978250: اٌزٍفْٛهلُ 
 َ فٟ ٘نا إٌّٛمط.ثمواءح ِب رمل إلواهنرٛل١ؼه ٌٙنا إٌّٛمط ٠ؼٕٟ ٘نٖ اٌّٛافمخ ِٚزعّٕب 
______________________                      :اٌّْبهن
 ____________________:اٌزٛل١غ
 ____________________   :ػبَ) 81اٌٛصٟ اٌمبٟٔٛٔ( ٌٍّْبهن ألً ِٓ 
 ____________                                                                      :اٌزبه٠ـ
  recnaC htiw stludA gnuoY dna stnecselodA snainitselaP fo seigetartS gnipoC
 ytisrevinU -sduQ lA -ygoloimedipE & htlaeH cilbuP fo retsaM
 HPM,TLM ,namlaS lamA
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Annex (14) 
Expert reviewers of the study tool 
 
The following experts had been participated in reviewing the tool of this study:  
 Dr. Moutasem Hamdan, Ph.D., researcher, and Dean of Public Health faculty at Al- 
Quds University in Palestine. 
 Dr. Najah Al- Khateeb, Ph.D., researcher and Assistant Professor in Mental Health 
faculty at Al- Quds University in Palestine. 
 Dr. Nidal Al- Jbreni, Oncologist at Beit- Jala Hospital in Palestine. He is a master 
student of Public Health and Epidemiology at Al- Quds University. 
 Dr. Mohamad Khleif, Ph.D., researcher, and lecture at both Al- Quds Open University 
& Al- Quds University in Palestine. Also, previously was a palliative care nurse 
specialist in AVH. Chair of Al- Sadeel Society for Palliative Care for Cancer and 
Chronic Diseases.    
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Annex (15) 
Summary of reviewed studies of coping among cancer patients 
Findings Data Analysis 
Methodology 
(design, sample, 
tool, and place) 
Main Purpose Study # 
The most frequently used 
forms of coping were 
acceptance and support 
seeking.  
There is a positive association 
between coping by negative 
expression and severity of 
grief, after controlling for 
depression, anxiety, and 
confounding variables.  
There is a positive association 
between support-seeking 
coping and anxiety, after 
controlling for both depression 
and grief. 
Descriptive 
analyses were 
conducted to 
characterize the 
sample and 
measures. 
Structured clinical 
interviews. 
53 YAs (20–40 
years) with 
advanced cancer. 
The Brief COPE. 
Boston. 
 
 
To identify 
coping strategies 
utilized by YAs 
with advanced 
cancer and 
examine the 
relationship 
between those 
coping strategies 
and psychological 
distress. 
Coping and 
psychological 
distress in young 
adults with 
advanced cancer.  
(Trevino et al., 
2012) 
1 
The coping strategies that the 
participants used in coping 
with cancer were: 
―strengthening spiritual 
convictions, being optimistic 
and rebuilding their hope, 
enhancing appearance, and 
 finding self again.‖ 
 
QSR© NVivo8 
software. 
Interpretive 
phenomenological 
analysis, 
methodology,  and 
in-depth face-to-
face interviews. 
10 Jordanian 
adolescents with 
cancer (13-18-year-
olds). 
Interview guide.  
Jordan. 
 
To explore coping 
strategies used by 
hospitalized 
Jordanian 
adolescents with 
cancer. 
Coping Strategies 
of Jordanian 
Adolescents With 
Cancer: An 
Interpretive 
Phenomenological 
Analysis Study. 
(Al Omari et al., 
2016). 
 
2 
Findings from this study show 
that the most frequently 
reported coping strategies was 
self-distraction (97.2%), 
followed by positive reframing 
(95.9%) and active coping 
(95.9%).  
 
SPSS 23.0 was 
used to perform 
statistical 
analysis. 
Cross-sectional 
survey. 
218 respondents 
aged 15-39 years.  
The Brief Cope & 
The Medical 
Outcomes Study 
Short Form-8. 
Korea. 
 
 
To explore the 
correlations 
between coping 
strategies and 
health-related 
quality of life 
among Korean 
adolescent and 
young adult 
cancer survivors. 
Coping Strategies 
and Health-
Related Quality of 
Life Among 
Korean Childhood 
Cancer Survivors. 
(Min Ah & 
Jaehee, 2017). 
3 
Four themes emerged 
regarding adjustments related 
to physical and social 
participation, social 
perceptions, physical effects, 
and health-related 
Inductive content 
analysis. 
Grounded theory 
and participatory 
action approach. 
Cancer patients 
aged 13–19 years. 
T-shirt design and 
To explore both 
adolescent cancer 
patients interest in 
engaging in a 
participatory 
study and their 
Coping Needs in 
Adolescents with 
Cancer: A 
Participatory 
Study. 
(Lam, Cohen & 
4 
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communication needs.  
 
blog. 
Sidney. 
 
perceived coping 
needs. 
Roter, 2013). 
Three themes emerged: "(1) 
the transition from initial 
shock to the daily struggles 
with disruptions caused by 
illness, (2) the role of social 
support in helping women 
cope with the burden of 
disease, and the importance of 
(3) and the faith and reliance 
on God (tawakkul)". 
Thematic analysis 
approach was 
used in this study 
Inductive 
qualitative design. 
35 semi-structured 
interviews. 
Interview guide.  
Palestine. 
 
 
To explore 
women‘s 
experiences with 
breast cancer in 
the occupied 
Palestinian 
territory. 
From a Death 
Sentence to a 
Disrupted Life: 
Palestinian 
Women‘s 
Experiences and 
Coping With 
Breast Cancer. 
(Hammoudeh et 
al.,  2016). 
5 
The findings indicate some 
similarities  in the two 
different settings; 
That the diagnosis of breast 
cancer among most of the 
women is a dramatic event 
with very strong reactions. 
 
 Semi-structured 
qualitative 
interviews. 
30 and 35 semi-
structured. 
interviews in 
Turkey and the oPt 
respectively. 
Interview guide. 
Turkey & occupied 
Palestinian. 
territory. 
 
 
To explore the 
illness narratives 
of women with 
breast cancer in 
Turkey and the 
occupied 
Palestinian 
territory (oPt), 
underlining the 
similarities and 
differences in the 
ways in which 
they make sense 
of their diagnosis 
and cope with 
cancer treatment. 
Coping with 
cancer diagnosis 
and treatment: a 
comparative study 
on women with 
breast cancer in 
Turkey and 
occupied 
Palestinian 
territory. 
(Terzioğlu & 
Hammoudeh, 
2017). 
6 
The findings of this study 
show that the most frequently 
reported coping strategies was 
affiliation at the highest rank 
(81.6%), followed by 
reinterpretation (75.5%), self-
control (75.3%), problem-
solving (72.3%), wishful and 
avoidance thinking (69.0%), 
trouble and escape (61.8%), 
and accountability (53.0%).  
No significant differences in 
sex were observed in terms of 
wishful and avoidance 
thinking, affiliation, 
accountability, problem-
solving, reinterpretation, and 
self-control. Significant 
differences were found in 
trouble and escape in favor of 
male patients. 
IBM SPSS 
Statistics version 
20.0. 
Cross-sectional. 
358 patients with 
cancer. 
PTSD scale, and 
Ways of Coping 
Scale.  
Gaza Strip, 
Palestine. 
 
 
To examine the 
mental health 
status of patients 
with cancer and 
the coping 
strategies they 
adopted in light of 
stressful 
situations. 
The Relationship 
Between Post-
Traumatic Stress 
Disorder and 
Coping Strategies 
among Patients 
with Cancer in the 
Gaza Strip. 
(Al Jadili & 
Thabet, 2017). 
 7 
The findings of this study 
show that the most frequently 
IBM SPSS 
Statistics version 
A cross-sectional 
study. 
To assess death 
anxiety and 
Death anxiety and 
coping 
8 
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reported coping strategies were 
religion, use of emotional 
support, use of instrumental 
support, self-distraction, active 
coping and acceptance, humor, 
and planning.  
The lowest using coping 
strategies were venting, denial 
and self-blame, followed by 
both behavioral disengagement 
and substance use.   
 
19. 214 participants. 
Brief Cope scale.  
West Bank, 
Palestine. 
 
coping 
mechanisms 
among women 
with breast cancer 
attending Beit-
Jala Hospital in 
West Bank. 
mechanisms 
among women 
with breast cancer 
attending Beit- 
Jala 
Governmental 
Hospital in 
Bethlehem. 
(Shehadeh, F. 
(2017).  
In coping with having breast 
cancer, a large proportion of 
patients used acceptance, 
followed by religion, and 
emotional support. 
Patients with depressive 
symptoms scored significantly 
higher on venting, while those 
with anxiety scored higher 
positive reframing, planning, 
and venting. 
SPSS was used to 
analyze data. 
Cross-sectional 
study. 
56 female patients. 
Brief COPE scale 
& Hospital anxiety 
and depression 
scale (HADS).  
Egypt. 
 
 
To determine the 
different coping 
strategies 
employed by 
female patients 
diagnosed with 
breast cancer and 
estimate the 
presence of 
anxiety and 
depression among 
them. 
Coping Strategies 
in Egyptian 
Ladies with 
Breast Cancer. 
(Elsheshtawy et 
al., 2014). 
 
9 
Findings show that cancer 
patients mostly used 
emotion-focused coping 
strategies compared with 
the healthy group. They 
generally used the 
subscale of confronting 
coping, escape-avoidance, 
and seeking social 
support. They hardly used 
the subscales of self-
controlling, accepting 
responsibility, playful 
problem solving or 
positive reappraisal. 
 
SPSS was used to 
analyze data. 
Causative-
comparative study. 
A convenience 
sample of 80 
patients with Breast 
Cancer matched 
with a group of 
healthy people. 
Coping Strategies 
Questionnaire 
(CSQ).  
Iran. 
 
 
To recognize the 
difference in 
coping styles 
between cancer 
patients and 
healthy people. 
Comparing 
Coping Styles in 
Cancer Patients 
and Healthy 
Subjects. 
(Ahadi et al., 
2014). 
10 
The coping strategies 
identified were "denial, 
optimism, withdrawal, Islamic 
beliefs and practices, and the 
support of family members 
and health-care providers, but 
Islamic beliefs and practices 
were the commonest". 
 
The framework 
approach was 
used to analyze 
data. 
Qualitative study. 
19 Adult women 
(i.e. 18 years old or 
more. 
Semi-structured 
interviews. Oman. 
 
To identify 
coping strategies 
experienced by 
Omani women 
after breast cancer 
diagnosis. 
Coping with a 
diagnosis of 
breast cancer 
among Omani 
women. 
(Al-Azri et al., 
2013). 
11 
Younger partners experienced 
higher maladaptive dyadic 
coping as shown in the 
IBM SPSS 
Statistics 22 was  
used for data 
Cross-sectional 
survey. 
86 dyads of breast 
To examine the 
differential impact 
of the illness on 
A comparison of 
younger and older 
couples coping 
12 
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findings.  
 
The relationship between 
mutuality and quality of life 
for younger patients and older 
partners was mediated by 
negative dyadic coping.  
management, data 
preparation, and 
preliminary data 
analysis. 
cancer patients and 
their partners. 
Functional 
Assessment of 
Cancer Therapy-
Breast (FACT-B) 
Scale, the Quality 
of Life 
Questionnaire for 
Spouses (QL-SP), 
Dyadic Coping, 
and Mutual 
Psychological 
Development 
Questionnaire 
(MPDQ).  
The United States 
of America. 
 
younger  
dyads by 
comparing them 
to a group of 
older couples. 
with breast 
cancer: examining 
the relationship 
among mutuality, 
dyadic coping, 
and quality of life 
of patients and 
partners. 
(Acquati, 2016) 
Significant differences 
between the two countries as 
well as similarities in 
existential, spiritual, and 
religious coping were found. 
Differences appeared in that 
 Swedes primarily used 
meaning-making coping as a 
means of meditation or 
relaxation, while Koreans 
depended on coping with 
prayer and using healthy foods 
as a means to survive. 
 
Thematic 
analysis. 
Semi-structured 
interviews were 
conducted with 51 
Swedes and 33 
Koreans. 
A semi-structured 
open-ended 
interview guide 
was used for all 
participants.  
Sweden & South 
Korea  
 
To compare 
meaning-making 
coping among 
cancer patients in 
Sweden and 
South Korea. 
Meaning-Making 
Coping Among 
Cancer Patients in 
Sweden and South 
Korea: A 
Comparative 
Perspective. 
(Ahmadi et al., 
2017). 
13 
The essence of experiences 
was emphasized by the results. 
coping strategies of patients 
emphasized the role of both 
acceptance and efforts to 
enhance meaning, in the form 
of helping other to relieve their 
suffering.   
Developing spirituality and 
regenerating emphasis on 
positive thinking in the face of 
hardship, which presents the 
resilience factors that the 
participants developed.  
 
The 
phenomenological 
method was used 
for data analysis. 
 
Phenomenological 
study. 
Participants 
included 21 
individuals (eight 
cancer patients, 
eight family 
caregivers, and five 
medical 
volunteers). 
Qualitative guide. 
Thailand. 
 
To explore in-
depth experiences  
of cancer patients, 
family caregivers, 
and medical 
volunteers who 
engaged in the 
treatment and 
services provided 
at Champ among 
Monastery, 
Thailand, 
particularly in 
resilience and 
coping. 
Resilience and 
coping: the 
perspectives of 
cancer patients, 
family caregivers, 
and medical 
volunteers at 
Champ among 
Monastery, 
Thailand. 
(Su-kerb, 2014). 
14 
In Paper II the results (Papers I 
and II) revealed that the 
women with breast cancer 
were scored high on 
The SPSS PC 
statistical 
package, version 
9.0 for 
Quantitative & 
qualitative study. 
Quantitative (117 
women with breast 
To describe 
psychological 
distress, coping, 
and social support 
Psychological 
distress, coping 
and social support 
in the diagnostic 
15 
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―instrumental-oriented coping‖ 
followed by ―emotion-focused 
coping‖. The use of ―Emotion-
focused coping‖ and 
―defensive hostility‖ was not 
related to anxiety. 
There is a positive relationship 
between the educational level 
and ―instrumental-oriented 
coping‖. Results also showed 
that the use of ―instrumental-
oriented coping‖ and 
―cognitive defense‖ decreased 
anxiety. 
The prominent themes within 
coping were generated in 
Paper IV of the Qualitative 
study, which was revealed as a 
step-by-step, "pushing away, 
business as usual, enjoying 
life, dealing with emotions, 
preparing for the worst and 
positive focus". 
 
quantitative data. 
Qualitative data 
was analyzed 
Kvale‘s 
qualitative 
meaning 
condensation 
method. 
cancer), qualitative 
through individual 
semi-structured 
interviews (21 
women with breast 
cancer). 
The Social 
Provisions Scale, 
the State-Trait 
Anxiety Inventory, 
the Utrecht Coping 
List and the 
Defense 
Mechanisms 
Inventory for 
quantitative data 
collection tool.  
West Norway 
 
 
among women in 
the diagnostic and 
preoperative 
phase of breast 
cancer using 
quantitative and 
qualitative 
approaches. 
and preoperative 
phase of breast 
cancer. 
(Drageset, 2012). 
Most cancer patients reported 
high utilization of emotional 
support coping strategy 
(77.0%), while few reported 
high utilization of acceptance 
(44.8%), self-blame (37.9%), 
and denial (28.2%). 
Better QOL and mood among 
participants were associated 
with emotional support, 
depression and acceptance. 
 
SPSS version 
17.0. 
Randomized trial 
of early palliative 
care. 
350 participants. 
QOL (Functional 
Assessment of 
Cancer Therapy-
General), mood 
(Hospital Anxiety 
and Depression 
Scale), and coping 
(Brief COPE). 
Boston. 
 
To investigate 
how patients with 
incurable cancer 
coped with their 
illness 
The Relationship 
Between Coping 
Strategies, Quality 
of Life, and Mood 
in Patients with 
Incurable Cancer. 
(Nipp et al., 2016) 
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Findings show patients used 
both the interactive and 
noninteractive strategies. 
An empirical evidence of the 
cultural repertoires was shown 
by the finding. For example, 
 such example; retractable to 
popular culture that the people 
cope with their illness and rely 
on to address.  
The analysis 
focused on the 
role played by 
social interactions 
and cultural 
repertoires as 
devices for 
making sense of 
and facing the 
illness.  
Qualitative 
narrative 
interviews.  
14 women, age 
range from 36 to 72 
years). 
Italy. 
 
To better 
understand the 
role of cultural 
and social 
resources for 
coping with 
cancer as a 
disruptive 
experience. 
Social 
Interactions and 
Cultural 
Repertoires as 
Resources for 
Coping With 
Breast Cancer. 
(Zucchermaglio & 
Alby, 2017). 
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